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 (redrosid ytivitcarepyh/ticifed-noitnetta ـ DHDA )ﺑﻴﺶ ﻓﻌﺎﻟﻲ - ﺗﻮﺟﻪ ﻧﻘﺺ ﺍﺧﺘﻼﻝ
 ﺯﻥ ﺑﻪ ﻣﺮﺩ ﻧﺴﺒﺖ ﻭ% 7-3 ﺍﺣﺘﻤﺎﻻً ﺁﻥ ﺷﻴﻮﻉ .ﻣﻴﺒﺎﺷﺪ ﻧﻮﺟﻮﺍﻧﺎﻥ ﻭ ﻛﻮﺩﻛﺎﻥ ﺭﻭﺍﻧﭙﺰﺷﻜﻲ ﺍﺧﺘﻼﻻﺕ ﺷﺎﻳﻌﺘﺮﻳﻦ ﺟﺰﻭ
  ﺳﺎﻟﮕﻲ ﺳﻪ ﺗﺎ ﻣﻌﻤﻮﻻ ﻋﻼﻳﻢ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﺩﺭ ﭘﺴﺮﺑﭽﻪ ﻫﺎﻱ ﺍﻭﻝ ﺧﺎﻧﻮﺍﺩﻩ ﺷﺎﻳﻊ ﺗﺮ ﺍﺳﺖ  ﺍﺳﺖ ﭘﻨﺞ ﻳﻜﻢ ﺗﺎ ﺳﻪ ﻳﻜﻢ
 ﺩﺍﺭﻧﺪ ﻭﺟﻮﺩ
( ﻳﻚ ﺍﻟﮕﻮﻱ ﺛﺎﺑﺖ ﺑﻲ redrosid ytivitcarepyh/ticifed noitnettaﺍﺧﺘﻼﻝ ﻛﻤﺒﻮﺩ ﺗﻮﺟﻪ-ﺑﻴﺶ ﻓﻌﺎﻟﻲ )T8
 ﺗﻮﺟﻬﻲ ﻭ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺍﺳﺖ ، ﻛﻪ ﻓﺮﺍﻭﺍﻧﺘﺮ ﻭ ﺷﺪﻳﺪﺗﺮ ﺍﺯ ﺁﻧﭽﻪ ﺗﻴﭙﻴﻚ ﻛﻮﺩﻛﺎﻥ ﺑﺎ ﺳﻄﺢ ﺭﺷﺪ ﻣﺸﺎﺑﻪ ﺍﺳﺖ ﻣﻲ ﺑﺎﺷﺪ .
 ﺳﺎﻟﮕﻲ ﻇﺎﻫﺮ ﺷﻮﻧﺪ ، ﻫﺮﭼﻨﺪ ﺗﺸﺨﻴﺺ ﺑﻌﻀﻲ ﺍﺯ 7ﺑﻌﻀﻲ ﺍﺯ ﻋﻼﺋﻢ ﺑﺎﻳﺪ ﻗﺒﻞ ﺍﺯ 4MSDﺑﺮ ﻃﺒﻖ ﻃﺒﻘﻪ ﺑﻨﺪﻱ 
ﻛﻮﺩﻛﺎﻥ ﺳﺎﻟﻬﺎ ﭘﺲ ﺍﺯ ﺁﻧﻜﻪ ﻋﻼﺋﻢ ﺁﺷﻜﺎﺭ ﺑﻮﺩﻩ ﺍﺳﺖ ﮔﺬﺍﺷﺘﻪ ﻣﻲ ﺷﻮﺩ . 
 ﺗﻜﺎﻧﺸﮕﺮﻱ – ، ﺗﺨﺮﻳﺐ ﻧﺎﺷﻲ ﺍﺯ ﺑﻲ ﺗﻮﺟﻬﻲ ﻭ/ ﻳﺎ ﺑﻴﺶ ﻓﻌﺎﻟﻲ DHDAﺑﺮﺍﻱ ﺑﺮﺁﻭﺭﺩﻩ ﺷﺪﻥ ﻣﻼﻛﻬﺎﻱ ﺗﺸﺨﻴﺼﻲ 
ﺑﺎﻳﺪ ﺣﺪﺍﻗﻞ ﺩﺭ ﺩﻭ ﺯﻣﻴﻨﻪ ﻭﺟﻮﺩ ﺩﺍﺷﺘﻪ ﻭ ﺑﺎ ﻛﺎﺭﻛﺮﺩ ﻣﻨﺎﺳﺐ ﺍﺟﺘﻤﺎﻋﻲ ،ﺁﻣﻮﺯﺷﻲ ﻭ ﻓﻌﺎﻟﻴﺖ ﻫﺎﻱ ﺧﺎﺭﺝ ﺍﺯ ﻣﺪﺭﺳﻪ 
ﺗﺪﺍﺧﻞ ﻧﻤﺎﻳﺪ . 
ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﻧﺒﺎﻳﺪ ﺩﺭ ﺟﺮﻳﺎﻥ ﺍﺧﺘﻼﻝ ﻓﺮﺍﮔﻴﺮ ﺭﺷﺪ ، ﺍﺳﻜﻴﺰﻭﻓﺮﻧﻲ، ﻳﺎ ﻳﻚ ﺍﺧﺘﻼﻝ ﭘﺴﻴﻜﻮﺗﻴﻚ ﺩﻳﮕﺮ ﺭﻭﻱ ﺩﻫﺪ ﻭ 
ﺍﺧﺘﻼﻝ ﺭﻭﺍﻧﻲ ﺩﻳﮕﺮﻱ ﺗﻮﺟﻴﻪ ﺑﻬﺘﺮﻱ ﺑﺮﺍﻱ ﺁﻥ ﻧﺒﺎﺷﺪ . 
 ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ / ﻛﻤﺒﻮﺩ ﺗﻮﺟﻪ ﺳﺎﻟﻬﺎ ﺩﺭ ﻣﻨﺎﺑﻊ ﻋﻠﻤﻲ ﺗﺤﺖ ﺍﺻﻄﻼﺣﺎﺕ ﻣﺨﺘﻠﻒ ﻣﺸﺨﺺ ﺷﺪﻩ ﺍﺳﺖ 
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ﻋﻠﻴﺮﻏﻢ ﻓﻘﺪﺍﻥ ﺍﺳﺎﺱ ﻧﻮﺭﻭﻓﻴﺰﻳﻮﻟﻮژﻳﻜﻲ ﻭ ﻧﻮﺭﻭﺷﻴﻤﻴﺎﻳﻲ ﺧﺎﺹ ﺑﺮﺍﻱ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ، ﺭﺍﺑﻄﻪ ﺍﻱ ﻗﺎﺑﻞ ﺍﻧﺘﻈﺎﺭ ﺑﻴﻦ ﺁﻥ ﻭ 
ﺍﻧﻮﺍﻋﻲ ﺍﺯ ﺍﺧﺘﻼﻻﺕ ﺩﻳﮕﺮ ﻛﻪ ﺑﺮ ﻋﻤﻠﻜﺮﺩ ﻣﺘﻐﻴﺮ ﺗﺄﺛﻴﺮ ﻣﻲ ﮔﺬﺍﺭﻧﺪ ، ﻧﻈﻴﺮ ﺍﺧﺘﻼﻻﺕ ﻳﺎﺩﮔﻴﺮﻱ ، ﻭﺟﻮﺩ ﺩﺍﺭﺩ. 
 ﻣﺸﺘﻤﻠﻨﺪ ﺑﺮ ﻣﻮﺍﺟﻬﻪ ﺑﺎ ﺳﻤﻮﻡ ﺩﺭ ﺩﻭﺭﻩ ﻗﺒﻞ ﺍﺯ ﺗﻮﻟﺪ، ﺯﻭﺩ ﺭﺳﻲ ، ﻭ ﺻﺪﻣﻪ DHDAﻋﻮﺍﻣﻞ ﺳﻬﻴﻢ ﻣﻄﺮﺡ ﺷﺪﻩ ﺑﺮﺍﻱ 
ﻣﻜﺎﻧﻴﻜﻲ ﻗﺒﻞ ﺍﺯ ﺗﻮﻟﺪ ﺑﻪ ﺳﻠﺴﻠﻪ ﺍﻋﺼﺎﺏ ﺟﻨﻴﻦ . 
ﻣﻮﺍﺩ ﻣﻜﻤﻞ ﺧﻮﺭﺍﻛﻲ ، ﺭﻧﮕﻬﺎ ، ﺛﺎﺑﺖ ﻧﮕﻬﺪﺍﺭﻧﺪﻩ ﻫﺎ ، ﻭ ﻗﻨﺪ ﻧﻴﺰ ﺑﻪ ﻋﻨﻮﺍﻥ ﻋﻮﺍﻣﻞ ﺍﺣﺘﻤﺎﻟﻲ ﺭﻓﺘﺎﺭ ﺑﻴﺶ ﻓﻌﺎﻝ ﻣﻄﺮﺡ 
ﺷﺪﻩ ﺍﻧﺪ . ﻗﺮﺍﺋﻦ ﻋﻠﻤﻲ ﺳﺒﺒﻴﺖ ﺍﻳﻦ ﻋﻮﺍﻣﻞ ﺭﺍ ﺩﺭ ﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ / ﻛﻤﺒﻮﺩ ﺗﻮﺟﻪ ﺗﺄﻳﻴﺪ ﻧﻜﺮﺩﻫﺎﻧﺪ . 
ﻋﻮﺍﻣﻞ ژﻧﺘﻴﻚ : 
ﻗﺮﺍﺋﻦ ﺑﺮﺍﻱ ﺍﺳﺎﺱ ژﻧﺘﻴﻚ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ / ﻛﻤﺒﻮﺩ ﺗﻮﺟﻪ ﻣﺸﺘﻤﻞ ﺍﺳﺖ ﺑﺮ ﻣﻴﺰﺍﻥ ﺗﻄﺎﺑﻖ ﺑﺎﻻﺗﺮ ﺩﺭ ﺩﻭﻗﻠﻮﻫﺎﻱ ﻳﻚ 
ﻛﺎﻥ ﺑﻴﺶ ﻓﻌﺎﻝ ﺩﻭﺑﺎﺭ ﺑﻴﺸﺘﺮ ﺍﺯ ﺟﻤﻌﻴﺖ ﻛﻠﻲ ﺩﺗﺨﻤﻜﻲ ﻧﺴﺒﺖ ﺑﻪ ﺩﻭﻗﻠﻮﻫﺎﻱ ﺩﻭ ﺗﺨﻤﻜﻲ . ﻫﻤﭽﻨﻴﻦ ﻫﻤﺸﻴﺮﻫﺎﻱ ﻛﻮ
 ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﺩﻳﮕﺮﺍﻥ ﺗﺎﺩﺭ ﺧﻄﺮ ﺍﺑﺘﻼ ﺑﻪ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﻗﺮﺍﺭ ﺩﺍﺭﻧﺪ . ﻳﻜﻲ ﺍﺯ ﺧﻮﺍﻫﺮ ﻭ ﺑﺮﺍﺩﺭﻫﺎ ﻣﻤﻜﻦ ﺍﺳﺖ ﻋﻤﺪ
ﺑﻲ ﺗﻮﺟﻬﻲ ﻧﺸﺎﻥ ﺩﻫﻨﺪ . ﺗﺎ ﻋﻤﺪ
 ﻣﻮﺍﺟﻪ ﻫﺴﺘﻨﺪ ﺗﺎ ﻭﺍﻟﺪﻳﻦ DHDAﻭﺍﻟﺪﻳﻦ ﺑﻴﻮﻟﻮژﻳﻚ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ ﺑﻪ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﺑﻴﺸﺘﺮ ﺑﺎ ﺍﺣﺘﻤﺎﻝ ﺍﺑﺘﻼء ﺑﻪ 
 ﺩﺭ ﻛﻮﺩﻛﻲ ﺑﺎ ﺍﺧﺘﻼﻝ ﺳﻠﻮﻙ ﻫﻤﺮﺍﻩ ﺑﺎﺷﺪ ، ﺍﺧﺘﻼﻻﺕ ﻣﺼﺮﻑ ﺍﻟﻜﻞ ﻭ ﺍﺧﺘﻼﻝ ﺷﺨﺼﻴﺖ DHDAﭘﺬﻳﺮﻧﺪﻩ . ﻭﻗﺘﻲ 
ﺿﺪﺍﺟﺘﻤﺎﻋﻲ ﺩﺭ ﭘﺪﺭ ﻭ ﻣﻜﺎﺩﺭ ﺍﻭ ﺷﺎﻳﻊ ﺗﺮ ﺍﺯ ﺟﻤﻌﻴﺖ ﻛﻠﻲ ﺍﺳﺖ . 
ﻋﻮﺍﻣﻞ ﻣﺮﺑﻮﻁ ﺑﻪ ﺭﺷﺪ : 
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ﻗﺮﺍﺋﻨﻲ ﻭﺟﻮﺩ ﺩﺍﺭﺩ ﻛﻪ ﺭﻭﻳﺎﺭﻭﻳﻲ ﻣﺎﺩﺭ ﺑﻪ ﻋﻔﻮﻧﺖ ﻫﺎﻱ ﻓﺼﻞ ﺯﻣﺴﺘﺎﻥ ، ﺩﺭ ﺳﻪ ﻣﺎﻫﻪ ﺍﻭﻝ ﺣﺎﻣﻠﮕﻲ ﻣﻤﻜﻦ ﺍﺳﺖ 
 ﺩﺭ ﺑﻌﻀﻲ ﺍﺯ ﻛﻮﺩﻛﺎﻥ ﺁﺳﻴﺐ ﭘﺬﻳﺮ ﺩﺍﺷﺘﻪ ﺑﺎﺷﺪ . DHDAﻧﻘﺸﻲ ﺩﺭ ﻇﻬﻮﺭ ﻋﻼﺋﻢ 
ﺁﺳﻴﺐ ﻣﻐﺰﻱ : 
 ﺿﻤﻦ ﺩﻭﺭﻩ ﺟﻨﻴﻨﻲ ﻳﺎ ﭘﺮﻱ ﻧﺎﺗﺎﻝ ﻣﺘﺤﻤﻞ ﺁﺳﻴﺐ DHDA ﻣﻲ ﺷﺪ ﻛﻪ ﺑﺮﺧﻲ ﺍﺯ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ ﺑﻪ   ﺗﺼﻮﺭ ﺍﺯ ﺩﻳﺮ ﺑﺎﺯ
ﺟﺰﺋﻲ ﻭ ﻧﺎﻣﺤﺴﻮﺱ ﻣﻐﺰﻱ ﺷﺪﻩ ﺍﻧﺪ . ﺁﺳﻴﺐ ﻣﻐﺰﻱ ﻓﺮﺿﻲ ﻣﻤﻜﻦ ﺍﺳﺖ ﺣﺎﺻﻞ ﻋﻮﺍﻣﻞ ﻣﺨﺮﺏ ﻋﺮﻭﻗﻲ ، ﺳﻤﻲ ، 
ﻣﺘﺎﺑﻮﻟﻴﻚ ، ﻣﻜﺎﻧﻴﻜﻲ ﻳﺎ ﻓﻴﺰﻳﻜﻲ ﺩﺭ ﺍﻭﺍﺋﻞ ﺩﻭﺭﺍﻥ ﺷﻴﺮﺧﻮﺍﺭﮔﻲ ﺩﺭ ﻧﺘﻴﺠﻪ ﻋﻔﻮﻧﺖ ، ﺍﻟﺘﻬﺎﺏ ﻳﺎ ﺿﺮﺑﻪ ﺑﺎﺷﺪ . ﻧﺸﺎﻧﻪ ﻫﺎﻱ 
ﻋﺼﺒﻲ ﻏﻴﺮﻣﻮﺿﻌﻲ ﺩﺭ ﺍﻳﻦ ﻛﻮﺩﻛﺎﻥ ﻧﺴﺒﺖ ﺑﻪ ﺟﻤﻌﻴﺖ ﻛﻠﻲ ﺑﻴﺸﺘﺮ ﺷﺎﻳﻊ ﺍﺳﺖ . 
 ﺍﺟﺘﻤﺎﻋﻲ : –ﻋﻮﺍﻣﻞ ﺭﻭﺍﻧﻲ 
 ﻣﻌﻤﻮﻻ ًﺑﻴﺶ ﻓﻌﺎﻝ ﺑﻮﺩﻩ ﻭ ﻣﻴﺪﺍﻥ ﺗﻮﺟﻪ ﻣﺤﺪﻭﺩﺗﺮﻱ ﺩﺍﺭﻧﺪ . ﺍﻳﻦ ﻋﻼﺋﻢ ﺍﺯ ﻣﺤﺮﻭﻣﻴﺖ  ﻛﻮﺩﻛﺎﻥ ﻣﻘﻴﻢ ﻣﻮﺳﺴﺎﺕ
ﻫﻴﺠﺎﻧﻲ ﻃﻮﻻﻧﻲ ﻧﺎﺷﻲ ﺷﺪﻩ ﻭ ﺑﺎ ﺭﻓﻊ ﻋﻮﺍﻣﻞ ﻣﺤﺮﻭﻣﻴﺘﻲ ، ﻣﺜﻞ ﺍﻧﺘﻘﺎﻝ ﺑﻪ ﺧﺎﻧﻪ ﻭﺍﻟﺪﻳﻦ ﺭﺿﺎﻋﻲ ﻭ ﭘﺬﻳﺮﻓﺘﻪ ﺷﺪﻥ ﺑﻪ 
ﻋﻨﻮﺍﻥ ﻓﺮﺯﻧﺪ ﺍﺯ ﺑﻴﻦ ﻣﻲ ﺭﻭﻧﺪ. ﺣﻮﺍﺩﺙ ﺍﺳﺘﺮﺱ ﺁﻣﻴﺰ ، ﺍﺧﺘﻼﻝ ﺩﺭ ﺗﻌﺎﺩﻝ ﺧﺎﻧﻮﺍﺩﮔﻲ ، ﻳﺎ ﺳﺎﻳﺮ ﻋﻮﺍﻣﻞ ﺍﺿﻄﺮﺍﺏ ﺍﻧﮕﻴﺰ 
ﺩﺭ ﺷﺮﻭﻉ ﻭ ﺩﻭﺍﻡ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﺳﻬﻴﻢ ﻫﺴﺘﻨﺪ . 
 ﺧﺎﻧﻮﺍﺩﮔﻲ ﻭ ﺗﻮﻗﻌﺎﺕ ﺟﺎﻣﻌﻪ ﺑﺮﺍﻱ –ﻋﻮﺍﻣﻞ ﺯﻣﻴﻨﻪ ﺳﺎﺯ ﻣﻤﻜﻦ ﺍﺳﺖ ﻣﺸﺘﻤﻞ ﺑﺎﺷﺪ ﺑﺮ ﻣﺰﺍﺝ ﻛﻮﺩﻙ ، ﻋﻮﺍﻣﻞ ژﻧﺘﻴﻚ 
 ﺍﻗﺘﺼﺎﺩﻱ ﺑﻪ ﻧﻈﺮ ﻧﻤﻲ ﺭﺳﺪ ﻛﻪ ﻋﺎﻣﻞ ﺯﻣﻴﻨﻪ –ﺭﻋﺎﻳﺖ ﺭﻓﺘﺎﺭ ﻳﺎ ﻋﻤﻠﻜﺮﺩ ﻣﻌﻤﻮﻝ ﻭ ﭘﺬﻳﺮﻓﺘﻪ ﺷﺪﻩ ، ﻭﺿﻊ ﺍﺟﺘﻤﺎﻋﻲ 
ﺳﺎﺯ ﺑﻮﺩﻩ ﺑﺎﺷﺪ . 
 ﺑﻄﻮﺭ ﻛﻠﻲ ﺷﺎﻣﻞ:
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 ﻣﻴﺒﺎﺷﺪ ﺍﺟﺘﻤﺎﻋﻲ -ﺭﻭﺍﻧﻲ ژﻧﺘﻴﻜﻲ ﻋﻮﺍﻣﻞ ﻭ ﺯﺍﻳﻤﺎﻥ ﺍﺯ ﭘﻴﺶ ﺗﺮﻭﻣﺎﻱ ﺷﺎﻣﻞ ﺍﺣﺘﻤﺎﻟﻲ ﻋﻠﻞ.1
 ﺩ ﺩﺍﺭ ﻭﺟﻮﺩ ﻧﻮﺭﻭﺗﺮﻧﺴﻤﻴﺘﺮ ﻫﺎﻱ ﺳﻴﺴﺘﻢ ﺩﺭ ﺩﻭﭘﺎﻣﻴﻨﺮژﻳﻚ ﻭ ﻧﻮﺭﺍﺩﺭﻧﮋﻳﻚ ﻧﺎﺩﺭﺳﺖ ﻋﻤﻠﻜﺮﺩ.2
 ﺍﺳﺖ ﺷﺪﻩ ﺫﻛﺮ ﻧﻴﺰ ﺗﺤﺘﺎﻧﻲ ﻓﺮﻭﻧﺘﺎﻝ ﻟﻮﺏ ﻣﺘﺎﺑﻮﻟﻴﺴﻢ ﻣﻴﺰﺍﻥ ﻛﺎﻫﺶ ﻭ ﻓﺮﻭﻧﺘﺎﻝ ﻟﻮﺏ ﺧﻮﻧﺮﺳﺎﻧﻲ ﻛﺎﻫﺶ.3
 ﺍﺳﺖ ﺷﺪﻩ ﻳﺎﻓﺖ ﺑﻴﺸﺘﺮ ﻓﻌﺎﻟﻲ ﺑﻴﺶ ﺑﺎ ﻛﻮﺩﻛﺎﻥ ﺩﺭ ﻋﺼﺒﻲ ﺧﻔﻴﻒ ﻫﺎﻱ ﻧﺸﺎﻧﻪ.4
 ﺑﺎ ﺍﺣﺘﻤﺎﻝ ﺑﻴﺸﺘﺮ ﺍﺑﺘﻼء ﺑﻪ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﻭ ﺍﺧﺘﻼﻻﺕ ﺩﻳﮕﺮﻱ ﻧﻈﻴﺮ DHDAﺧﻮﺍﻫﺮﺍﻥ ﻭ ﺑﺮﺍﺩﺭﺍﻥ ﺍﻓﺮﺍﺩ ﻣﺒﺘﻼ ﺑﻪ 
 ﻫﻤﭽﻨﻴﻦ ﺍﺣﺘﻤﺎﻝ DHDAﺍﺧﺘﻼﻻﺕ ﺍﺿﻄﺮﺍﺑﻲ ﻭ ﺍﺧﺘﻼﻻﺕ ﺍﻓﺴﺮﺩﮔﻲ ﺭﻭﺑﺮﻭ ﻫﺴﺘﻨﺪ ، ﺧﻮﺍﻫﺮ ﻭﺑﺮﺍﺩﺭﻫﺎﻱ ﻛﻮﺩﻛﺎﻥ 
 ﺑﻴﺸﺘﺮﻱ ﻫﺴﺖ ﻛﻪ ﺩﺭ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﭘﻴﺸﺮﻓﺖ ﺗﺤﺼﻴﻠﻲ ﻧﻤﺮﺍﺕ ﭘﺎﻳﻴﻦ ﺁﻭﺭﺩﻩ ﻭ ﻗﺮﺍﺋﻦ ﺷﻜﺴﺖ ﺗﺤﺼﻴﻠﻲ ﻧﺸﺎﻥ ﺩﻫﻨﺪ.
 ﻣﻴﺰﺍﻥ ﺑﺎﻻﺗﺮﻱ ﺍﺯ ﻫﻴﭙﺮﻛﻴﻨﺰﻱ ، ﺳﻮﺳﻴﻮﭘﺎﺗﻲ ، ﺍﻟﻜﻠﻴﺴﻢ ، ﻭ ﻫﻴﺴﺘﺮﻱ ﻧﺸﺎﻥ ﻣﻲ DHDAﻭﺍﻟﺪﻳﻦ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ ﺑﻪ 
 ﺳﺎﻟﮕﻲ ﺍﺳﺖ ، ﺗﺸﺨﻴﺺ ﻣﻌﻤﻮﻻ ًﺗﺎ ﺯﻣﺎﻧﻲ ﻛﻪ ﺑﭽﻪ ﻭﺍﺭﺩ ﻛﻮﺩﻛﺴﺘﺎﻥ ﻳﺎ ﻣﺪﺭﺳﻪ 3ﺩﻫﻨﺪ. ﻫﺮﭼﻨﺪ ﺷﺮﻭﻉ ﺍﺧﺘﻼﻝ ﺣﺪﻭﺩ 
ﺍﺑﺘﺪﺍﻳﻲ ﻧﺸﺪﻩ ﻭ ﺍﻃﻼﻋﺎﺗﻲ ﺍﺯ ﻣﻌﻠﻢ ﻛﻮﺩﻙ ﺩﺭ ﻣﻮﺭﺩ ﻣﻘﺎﻳﺴﻪ ﺗﻮﺟﻪ ﻭ ﺗﻜﺎﻧﺸﮕﺮﻱ ﺍﻭ ﺑﺎ ﻫﻤﺘﺎﻫﺎﻱ ﻫﻤﺴﻦ ﺍﺧﺬ ﻧﺸﺪﻩ 
ﺍﺳﺖ ، ﮔﺬﺍﺷﺘﻪ ﻧﻤﻲ ﺷﻮﺩ 
  :ﺳﺎﻳﺮ ﺍﺧﺘﻼﻻﺕﻫﻤﺮﺍﻫﻲ ﺑﺎ 
ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻧﻘﺺ ﺗﻤﺮﻛﺰ ﺩﺭ ﻣﻮﺭﺍﺩ ﺯﻳﺎﺩﻱ ﺑﺎ ﺳﺎﻳﺮ ﺍﺧﺘﻼﻻﺕ ﺭﻭﺍﻥ ﭘﺰﺷﻜﻲ ﻛﻮﺩﻙ ﻭ ﻧﻮﺟﻮﺍﻥ ﻫﻤﺒﻮﺩﻱ ﺩﺍﺭﺩ. 
ﺷﺎﻳﻌﺘﺮﻳﻦ ﺍﺧﺘﻼﻻﺗﻲ ﻛﻪ ﻫﻤﺮﺍﻩ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﺩﻳﺪﻩ ﻣﻲ ﺷﻮﻧﺪ ﻋﺒﺎﺭﺗﻨﺪ ﺍﺯ: ﺍﺧﺘﻼﻝ ﺭﻓﺘﺎﺭﻣﻘﺎﺑﻠﻪ ﺟﻮﺋﻲ ﻭ ﺑﻲ ﺍﻋﺘﻨﺎﺋﻲ، 
ﺍﺧﺘﻼﻻﺕ ﺍﺿﻄﺮﺍﺑﻲ، ﺍﺧﺘﻼﻝ ﻭﺳﻮﺍﺱ، ﺍﺧﺘﻼﻝ ﺳﻠﻮﻙ، ﺍﺧﺘﻼﻻﺕ ﺗﻴﻚ، ﺍﺧﺘﻼﻝ ﻳﺎﺩﮔﻴﺮﻱ، ﺍﺧﺘﻼﻝ ﺍﻓﺴﺮﺩﮔﻲ ﻭ 
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ﺍﺧﺘﻼﻝ ﺳﻮء ﻣﺼﺮﻑ ﻣﻮﺍﺩ. ﺑﻨﺎﺑﺮﺍﻳﻦ ﺩﺭ ﻣﻮﺍﺭﺩﻱ ﻛﻪ ﺑﺮﺍﻱ ﻛﻮﺩﻛﻲ ﺗﺸﺨﻴﺺ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﻧﻘﺺ ﺗﻤﺮﻛﺰ ﻣﻄﺮﺡ 
ﻣﻲ ﺷﻮﺩ ﺍﺭﺯﻳﺎﺑﻲ ﺍﺧﺘﻼﻻﺕ ﻫﻤﺮﺍﻩ ﻧﻴﺰ ﺿﺮﻭﺭﻱ ﺍﺳﺖ 
 
 ﺍﻓﺘﺮﺍﻗﻲ ﺗﺸﺨﻴﺺ
 ﻣﻴﺸﻮﺩ ﺯﻳﺎﺩ ﻭ ﻛﻢ ﺑﻴﺸﺘﺮ ﻋﻼﻳﻢ :ﻳﻚ ﻧﻮﻉ ﻗﻄﺒﻲ ﺩﻭ ﺍﺧﺘﻼﻝ.1
 ﺍﺳﺖ ﺷﺎﻳﻌﺘﺮ ﻓﻌﺎﻟﻲ ﺑﻴﺶ ﺩﺭ ﭘﺬﻳﺮﻱ ﺗﺤﺮﻳﻚ : ﻣﺎﻧﻴﺎ.2
 ﻧﻤﻴﺒﺎﺷﺪ ﺗﻮﺟﻪ ﻋﺪﻡ ﻋﻠﺖ ﺑﻪ ﺧﻮﺍﻧﺪﻥ ﻳﺎ ﻣﺤﺎﺳﺒﻪ ﺩﺭ ﻧﺎﺗﻮﺍﻧﻲ: ﮔﻴﺮﻱ ﻳﺎﺩ ﺍﺧﺘﻼﻝ.3
 ﺩﺍﺭﻧﺪ ﮔﻴﺮﻱ ﮔﻮﺷﻪ ﻭ ﻓﻌﺎﻟﻴﺖ ﻛﺎﻫﺶ: ﺍﻓﺴﺮﺩﮔﻲ ﺍﺧﺘﻼﻝ.4
 ﺩﺍﺭﻧﺪ ﭘﺮﺗﻲ ﻫﻮﺍﺱ ﻭ ﺣﺪ ﺍﺯ ﺑﻴﺶ ﻓﻌﺎﻟﻴﺖ ﺍﺿﻄﺮﺍﺑﻲ ﺍﺧﺘﻼﻝ . 5
 ﺍﮔﻬﻲ ﭘﻴﺶ ﻭ ﺳﻴﺮ
 ﻫﺴﺘﻨﺪ ﻧﺴﺒﻲ ﺑﻬﺒﻮﺩ ﺩﺍﺭﺍﻱ ﺑﻴﻤﺎﺭﺍﻥ ﺍﻛﺜﺮ ﻛﻪ ﺻﻮﺭﺗﻲ ﺑﻪ ﺑﻮﺩﻩ ﻣﺘﻐﻴﺮ
 ﻣﻮﺍﺩ ﻣﺼﺮﻑ ﺍﺟﺘﻤﺎﻋﻲ،ﺳﻮ ﺿﺪ ﺭﻓﺘﺎﺭﻫﺎﻱ ﻣﺴﺘﻌﺪ ﺑﻴﻤﺎﺭﺍﻥ.ﺍﺳﺖ ﺑﻬﺒﻮﺩﻱ ﻋﻼﻣﺖ ﺍﺧﺮﻳﻦ ﻣﻌﻤﻮﻻ ﺗﻮﺟﻪ ﻋﺪﻡ
 ﻫﺴﺘﻨﺪ. ﺍﻟﻌﻤﺮ ﻣﺎﺩﺍﻡ ﻣﻌﻤﻮﻻ ﮔﻴﺮﻱ ﻳﺎﺩ ﺍﺷﻜﺎﻻﺕ. ﻫﺴﺘﻨﺪ ﺧﻠﻘﻲ ﻭﺍﺧﺘﻼﻓﺎﺕ
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ﺑﺎ ﺍﻓﺰﺍﻳﺶ ﺳﻦ ﺍﺯ ﺷﺪﺕ ﻧﺸﺎﻧﻪ ﻫﺎ ﻛﺎﺳﺘﻪ ﻣﻲ ﺷﻮﺩ. ﻣﻌﻤﻮﻻ ﺑﻌﺪ ﺍﺯ ﺳﻦ ﺩﻭﺍﺯﺩﻩ ﺳﺎﻟﮕﻲ ﺍﻳﻦ ﻛﺎﻫﺶ ﻋﻼﺋﻢ ﺑﺨﺼﻮﺹ 
ﺩﺭ ﻣﻮﺭﺩ ﻧﺸﺎﻧﻪ ﻫﺎﻱ ﭘﺮﺗﺤﺮﻛﻲ ﻣﺤﺴﻮﺱ ﺗﺮ ﺍﺳﺖ. ﻧﺸﺎﻧﻪ ﻫﺎﻱ ﺑﻲ ﺗﻮﺟﻬﻲ ﻭ ﺗﻜﺎﻧﺸﮕﺮﻱ ﺩﺭ ﻣﺮﺍﺣﻞ ﺑﻌﺪﻱ ﻛﺎﻫﺶ 
 ﺳﺎﻟﮕﻲ ﺍﺩﺍﻣﻪ ﺩﺍﺭﺩ. ﺩﺭ ﻧﻮﺟﻮﺍﻧﺎﻥ ﺑﺎ ﻛﺎﻫﺶ ﻧﺸﺎﻧﻪ ﻫﺎﻱ ﭘﺮﺗﺤﺮﻛﻲ 02ﻣﻲ ﻳﺎﺑﻨﺪ. ﻣﻌﻤﻮﻻ ﺭﻭﻧﺪ ﻛﺎﻫﺶ ﻧﺸﺎﻧﻪ ﻫﺎ ﺗﺎ ﺣﺪﻭﺩ 
ﻣﻤﻜﻦ ﺍﺳﺖ ﺍﻳﻦ ﺗﺼﻮﺭ ﺑﻮﺟﻮﺩ ﺁﻳﺪ ﻛﻪ ﺍﺧﺘﻼﻝ ﺑﻬﺒﻮﺩ ﻳﺎﻓﺘﻪ ﺍﺳﺖ ﻭ ﺩﺭﻣﺎﻥ ﺑﺼﻮﺭﺕ ﺯﻭﺩﻫﻨﮕﺎﻡ ﻗﻄﻊ ﺷﻮﺩ. ﺑﺪﻟﻴﻞ ﺍﻳﻨﻜﻪ 
ﻧﺸﺎﻧﻪ ﻫﺎﻱ ﻧﻘﺺ ﺗﻤﺮﻛﺰ ﻫﻨﻮﺯ ﻛﺎﻫﺶ ﻧﻴﺎﻓﺘﻪ ﺍﻧﺪ ﺍﻳﻦ ﻗﻄﻊ ﺯﻭﺩﻫﻨﮕﺎﻡ ﺩﺍﺭﻭ ﻣﻤﻜﻦ ﺍﺳﺖ ﺑﺎﻋﺚ ﻣﺸﻜﻼﺕ ﺗﺤﺼﻴﻠﻲ 
 ﺳﺎﻟﮕﻲ ﻧﻴﺰ ﻫﻤﭽﻨﺎﻥ ﻧﺸﺎﻧﻪ ﻫﺎﻱ ﺍﺧﺘﻼﻝ ﺩﻳﺪﻩ ﻣﻲ ﺷﻮﺩ ﻛﻪ ﺩﺭ ﺍﻳﻦ ﻣﻮﺍﺭﺩ ﺍﺧﺘﻼﻝ 02ﺷﻮﺩ. ﺩﺭ ﻣﻮﺍﺭﺩﻱ ﻧﻴﺰ ﺑﻌﺪ ﺍﺯ ﺳﻦ 
 ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﻧﻘﺺ ﺗﻤﺮﻛﺰ ﺑﺰﺭﮔﺴﺎﻟﻲ ﻣﻄﺮﺡ ﻣﻲ ﮔﺮﺩﺩ.
  :ﻭﻳﮋﮔﻲ ﻫﺎﻱ ﺑﺎﻟﻴﻨﻲ
ﺷﺮﻭﻉ ﺍﺧﺘﻼﻝ ﻣﻤﻜﻦ ﺍﺳﺖ ﺩﺭ ﺷﻴﺮﺧﻮﺍﺭﮔﻲ ﺑﻮﺩﻩ ﺑﺎﺷﺪ .ﭼﻨﻴﻦ ﺷﻴﺮﺧﻮﺍﺭﺍﻧﻲ ﻧﺴﺒﺖ ﺑﻪ ﻣﺤﺮﻙ ﻫﺎ ﺑﺴﻴﺎﺭ ﺣﺴﺎﺳﻨﺪ ﻭ 
ﺗﺤﺖ ﺗﺄﺛﻴﺮ ﺳﺮﻭﺻﺪﺍ ﻭ ﻧﻮﺭ ، ﺗﻐﻴﻴﺮﺍﺕ ﺩﺭﺟﻪ ﺣﺮﺍﺭﺕ ، ﻳﺎ ﺳﺎﻳﺮ ﺗﻐﻴﻴﺮﺍﺕ ﻣﺤﻴﻄﻲ ﺩﭼﺎﺭ ﺁﺷﻔﺘﮕﻲ ﻣﻲ ﮔﺮﺩﻧﺪ . ﮔﺎﻫﻲ 
ﻧﻴﺰ ﺑﺮﻋﻜﺲ ﭼﻨﻴﻦ ﻛﻮﺩﻛﺎﻧﻲ ﺷﻞ ﻭ ﺑﻴﺤﺎﻝ ﻫﺴﺘﻨﺪ ، ﺍﻛﺜﺮ ﺍﻭﻗﺎﺕ ﻣﻲ ﺧﻮﺍﺑﻨﺪ ، ﻭ ﺑﻪ ﻧﻈﺮ ﻣﻲ ﺭﺳﺪ ﻛﻪ ﺩﺭ ﻣﺎﻩ ﺍﻭﻝ 
ﺯﻧﺪﮔﻲ ﺭﺷﺪ ﺁﻫﺴﺘﻪ ﺍﻱ ﺩﺍﺭﻧﺪ . 
ﻫﺮﭼﻨﺪ ﺩﺭ ﻣﻮﺭﺩ ﺍﻳﻦ ﺑﭽﻪ ﻫﺎﻱ ﺷﻴﺮﺧﻮﺍﺭ ﭘﺮﺗﺤﺮﻙ ﺑﻮﺩﻥ ، ﻛﻢ ﺧﻮﺍﺑﻲ ﻭ ﺯﻳﺎﺩ ﮔﺮﻳﻪ ﻛﺮﺩﻥ ﻣﻌﻤﻮﻟﺘﺮ ﺍﺳﺖ . 
 ﻣﻤﻜﻦ ﺍﺳﺖ ﺑﻪ ﺳﺮﻋﺖ ﭘﺎﺳﺦ ﺑﻪ ﺳﻮﺍﻻﺕ ﺍﻣﺘﺤﺎﻧﻲ ﺭﺍ ﺷﺮﻭﻉ ﻛﺮﺩﻩ ﺍﻣﺎ ﭘﺲ ﺍﺯ ﺟﻮﺍﺏ DHDAﺩﺭ ﻣﺪﺭﺳﻪ ﻛﻮﺩﻛﺎﻥ 
ﺩﺍﺩﻥ ﻳﻜﻲ ﺩﻭ ﺳﺌﻮﺍﻝ ﺩﺳﺖ ﺍﺯ ﻓﻌﺎﻟﻴﺖ ﺑﺮﺩﺍﺭﻧﺪ . ﻣﻤﻜﻦ ﺍﺳﺖ ﻧﺘﻮﺍﻧﻨﺪ ﻣﻨﺘﻈﺮ ﻧﻮﺑﺖ ﺧﻮﺩ ﺷﻮﻧﺪ ﻭ ﺑﺨﻮﺍﻫﻨﺪ ﺑﻪ ﺟﺎﻱ 
ﻫﺮﻛﺲ ﺩﻳﮕﺮ ﺟﻮﺍﺏ ﺑﺪﻫﻨﺪ ، ﺩﺭ ﺧﺎﻧﻪ ﻧﻴﺰ ﺧﺎﻣﻮﺵ ﻛﺮﺩﻥ ﺁﻧﻬﺎ ﺑﺮﺍﻱ ﭼﻨﺪ ﻟﺤﻈﻪ ، ﺑﺴﻴﺎﺭ ﺩﺷﻮﺍﺭ ﺍﺳﺖ . 
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ﭼﻨﻴﻦ ﻛﻮﺩﻛﺎﻧﻲ ﻏﺎﻟﺒﺎ ًﺗﺤﺮﻳﻚ ﭘﺬﻳﺮﻱ ﺍﻧﻔﺠﺎﺭﮔﻮﻧﻪ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﻨﺪ . ﺍﻏﻠﺐ ﺍﺯ ﻧﻈﺮ ﻫﻴﺠﺎﻧﻲ ﺑﻲ ﺛﺒﺎﺕ ﺑﻮﺩﻩ ﻭ ﺑﻪ ﺁﺳﺎﻧﻲ 
ﮔﺮﻳﻪ ﻳﺎ ﺧﻨﺪﻩ ﺳﺮﻣﻲ ﺩﻫﻨﺪ ، ﻭ ﺧﻠﻖ ﻭ ﻋﻤﻠﻜﺮﺩ ﺁﻧﻬﺎ ﻧﻴﺰ ﻣﺘﻐﻴﺮ ﻭ ﻏﻴﺮﻣﻨﺘﻈﺮﻩ ﺍﺳﺖ . ﻣﺴﺎﺋﻞ ﻫﻴﺠﺎﻧﻲ ﻫﻤﺰﻣﺎﻥ ﺷﺎﻳﻊ 
ﺍﺳﺖ . 
ﺧﺼﻮﺻﻴﺎﺗﻲ ﻛﻪ ﺑﻴﺶ ﺍﺯ ﻫﻤﻪ ﻣﺸﺎﻫﺪﻩ ﻣﻲ ﺷﻮﺩ ، ﺑﻪ ﺗﺮﺗﻴﺐ ﺷﻴﻮﻉ ﻋﺒﺎﺭﺗﻨﺪ ﺍﺯ : ﺑﻴﺶ ﻓﻌﺎﻟﻲ ، ﺍﺧﺘﻼﻝ ﺣﺮﻛﺘﻲ -
ﺍﺩﺭﺍﻛﻲ ، ﺑﻲ ﺛﺒﺎﺗﻲ ﻫﻴﺠﺎﻧﻲ ، ﻛﻤﺒﻮﺩ ﻫﻤﺎﻫﻨﮕﻲ ﻛﻠﻲ ، ﺍﺧﺘﻼﻝ ﺗﻮﺟﻪ ) ﻣﺤﺪﻭﺩﻳﺖ ﻣﻴﺪﺍﻥ ﺗﻮﺟﻪ ،ﺣﻮﺍﺱ ﭘﺮﺗﻲ ، ﺗﻜﺮﺍﺭ 
ﻭ ﺩﺭﺟﺎﺯﺩﻥ ، ﻧﺎﺗﻮﺍﻧﻲ ﺩﺭ ﺗﻜﻤﻴﻞ ﻛﺎﺭﻫﺎ ، ﺑﻲ ﺗﻮﺟﻬﻲ ، ﺿﻌﻒ ﺗﻤﺮﻛﺰ ( ، ﺭﻓﺘﺎﺭ ﺧﻠﻖ ﺍﻟﺴﺎﻋﻪ ) ﺍﻗﺪﺍﻡ ﻗﺒﻞ ﺍﺯ 
ﺍﻧﺪﻳﺸﻴﺪﻥ ، ﺗﻐﻴﻴﺮﺍﺕ ﻧﺎﮔﻬﺎﻧﻲ ﻓﻌﺎﻟﻴﺖ ، ﻓﻘﺪﺍﻥ ﺳﺎﺯﻣﺎﻥ ، ﺑﻴﻘﺮﺍﺭﻱ ﻭ ﺍﺯﺟﺎﭘﺮﻳﺪﻥ ﺩﺭ ﻛﻼﺱ ﺩﺭﺱ( ﺍﺧﺘﻼﻻﺕ ﺣﺎﻓﻈﻪ 
ﻭ ﺗﻔﻜﺮ ، ﻧﺎﺗﻮﺍﻧﻲ ﺧﺎﺹ ﻳﺎﺩﮔﻴﺮﻱ ، ﺍﺧﺘﻼﻻﺕ ﺗﻜﻠﻢ ﻭ ﺷﻨﻮﺍﻳﻲ ، ﻧﺸﺎﻧﻪ ﻫﺎﻱ ﻋﺼﺒﻲ ﻣﺒﻬﻢ ﻭ ﺑﻲ ﻧﻈﻤﻲ ﻫﺎﻱ 
ﺍﻟﻜﺘﺮﻭﺁﻧﺴﻔﺎﻟﻮﮔﺮﺍﻓﻴﻚ . 
ﻣﺴﺎﺋﻞ ﺗﺤﺼﻴﻠﻲ ﻫﻢ ﺍﺯ ﻧﻈﺮ ﻳﺎﺩﮔﻴﺮﻱ ﻭ ﻫﻢ ﺭﻓﺘﺎﺭﻱ ، ﺷﺎﻳﻊ ﻫﺴﺘﻨﺪ . ﺍﻳﻦ ﻣﺴﺎﺋﻞ ﮔﺎﻫﻲ ﺍﺯ ﺍﺧﺘﻼﻻﺕ ﺧﺎﺹ ﻳﺎﺩﮔﻴﺮﻱ 
ﻳﺎ ﺯﺑﺎﻥ ﻛﻪ ﻣﺮﺑﻮﻁ ﺑﻪ ﺭﺷﺪ ﻫﺴﺘﻨﺪ ، ﻳﺎ ﺍﺯ ﺣﻮﺍﺱ ﭘﺮﺗﻲ ﻛﻮﺩﻙ ﻭ ﺗﻮﺟﻪ ﻧﻮﺳﺎﻧﺪﺍﺭ ﺍﻭ ﻛﻪ ﻣﻮﺟﺐ ﻛﻨﺪﻱ ﻛﺴﺐ ، 
ﺫﺧﻴﺮﻩ ﺳﺎﺯﻱ ، ﻭ ﺍﺑﺮﺍﺯ ﻣﻌﻠﻮﻣﺎﺕ ﻣﻲ ﮔﺮﺩﺩ ﻧﺎﺷﻲ ﻣﻲ ﺷﻮﻧﺪ . 
ﺍﻳﻦ ﻣﺴﺎﺋﻞ ﺑﺨﺼﻮﺹ ﻫﻨﮕﺎﻡ ﺍﺭﺯﻳﺎﺑﻲ ﺷﺪﺕ ﻳﺎ ﺁﺯﻣﻮﻥ ﻫﺎﻱ ﮔﺮﻭﻫﻲ ، ﺑﻪ ﺍﺧﺘﻼﻻﺕ ﺧﺎﺹ ﻳﺎﺩﮔﻴﺮﻱ ﺷﺒﺎﻫﺖ ﺩﺍﺭﻧﺪ . 
ﻭﺍﻛﻨﺶ ﻧﺎﻣﻄﻠﻮﺏ ﻛﺎﺭﻛﻨﺎﻥ ﻣﺪﺭﺳﻪ ﺑﻪ ﺭﻓﺘﺎﺭ ﻣﺸﺨﺺ ﺍﻳﻦ ﺳﻨﺪﺭﻡ ﻭ ﭘﺎﻳﻴﻦ ﺑﻮﺩﻥ ﺍﺣﺘﺮﺍﻡ ﺑﻪ ﻧﻔﺲ ﺑﻪ ﻋﻠﺖ ﺍﺣﺴﺎﺱ ﺑﻲ 
ﻛﻔﺎﻳﺘﻲ ، ﻣﻤﻚ ﺍﺳﺖ ﺑﺎ ﺍﺷﺎﺭﺍﺕ ﻧﺎﺧﻮﺷﺎﻳﻨﺪ ﻫﻤﺴﺎﻻﻥ ﻫﻤﺮﺍﻩ ﺷﺪﻩ ﻭ ﻣﺪﺭﺳﻪ ﺭﺍ ﺟﺎﻱ ﺷﻜﺴﺘﻲ ﻧﺎﺧﻮﺷﺎﻳﻨﺪ ﺑﺮﺍﻱ ﺍﻳﻦ 
 ﮔﺮﺩﺩ. ﺧﻮﺩ ﺍﺯﺍﺭﻱ ﻛﻮﺩﻛﺎﻥ ﺳﺎﺯﺩ . ﺍﻳﻦ ﺍﻣﺮ ﻣﻤﻜﻦ ﺍﺳﺖ ﻣﻮﺟﺐ ﻛﻨﺶ ﻧﻤﺎﺋﻲ ، ﺭﻓﺘﺎﺭ ﺿﺪﺍﺟﺘﻤﺎﻋﻲ ﻭ 
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 ﻫﺎ : ﻧﺸﺎﻧﻪ ﻭ ﻋﻼﻳﻢ ﻭ ﺗﺸﺨﻴﺺ
 :DHDA - ﺑﻴﺶ ﻓﻌﺎﻟﻲ - ﺗﻮﺟﻪ ﻧﻘﺺ ﺍﺧﺘﻼﻝ ﺑﺮﺍﻱ RT-VI-MSD ﺗﺸﺨﻴﺼﻲ ﻣﻌﻴﺎﺭﻫﺎﻱ- 
( 2 )ﻳﺎ( 1 )ـ ﺍﻟﻒ
 ﻭ ﻧﺎﺳﺎﺯﮔﺎﺭ ﺭﺷﺪﻱ ﺳﻄﺢ ﺑﺎ ﻭ ﺑﻜﺸﺪ ﻃﻮﻝ ﻣﺎﻩ 6 ﺣﺪﺍﻗﻞ ﺑﺮﺍﻱ ﻛﻪ ﺗﻮﺟﻪ ﻧﻘﺺ ﻋﻼﻳﻢ ﺍﺯ( ﺑﻴﺸﺘﺮ ﻳﺎ )ﺷﺶ. 1
 :ﺑﺎﺷﺪ ﻧﺎﻫﻤﺎﻫﻨﮓ
 ﺭﻭﻱ ﺍﺯ ﺍﺷﺘﺒﺎﻫﺎﺋﻲ ﻓﻌﺎﻟﻴﺖ ﻫﺎ ﺳﺎﻳﺮ ﻳﺎ ﻛﺎﺭ ﻣﺪﺭﺳﻪ، ﺗﻜﺎﻟﻴﻒ ﺩﺭ ﻳﺎ ﺍﺳﺖ ﻧﺎﺗﻮﺍﻥ ﺟﺰﺋﻴﺎﺕ ﺑﻪ ﺩﻗﻴﻖ ﺗﻮﺟﻪ ﺍﺯ ﻣﻌﻤﻮﻻً ـ
 .ﻣﻲ ﻛﻨﺪ ﺑﻲ ﺩﻗﺘﻲ
 .ﺩﺍﺭﺩ ﻣﺸﻜﻞ ﺑﺎﺯﻱ ﺑﻪ ﻣﺮﺑﻮﻁ ﻓﻌﺎﻟﻴﺖ ﻫﺎﻱ ﻳﺎ ﺗﻜﺎﻟﻴﻒ ﺩﺭ ﺗﻮﺟﻪ ﺣﻔﻆ ﺩﺭ ﺍﻏﻠﺐ ـ
 .ﻧﻤﻲ ﺩﻫﻨﺪ ﮔﻮﺵ ﻣﻲ ﺷﻮﺩ ﺻﺤﺒﺖ ﻣﺴﺘﻘﻴﻤﺎً ﺁﻧﻬﺎ ﺑﺎ ﻫﻨﮕﺎﻣﻲ ﻛﻪ ﻣﻲ ﺭﺳﺪ ﺑﻪ ﻧﻈﺮ ﻣﻌﻤﻮﻻً ـ
 ﻧﺎﺗﻮﺍﻥ ﻛﺎﺭ ﻣﺤﻞ ﺩﺭ ﻭﻇﺎﻳﻒ ﻳﺎ ﺧﺎﻧﻪ ﻛﺎﺭﻫﺎﻱ ﻣﺪﺭﺳﻪ، ﺗﻜﺎﻟﻴﻒ ﺍﺗﻤﺎﻡ ﺍﺯ ﻭ ﻧﻤﻲ ﻛﻨﺪ ﺩﻧﺒﺎﻝ ﺭﺍ ﺩﺳﺘﻮﺭﺍﻟﻌﻤﻞ ﻫﺎ ﺍﻏﻠﺐ ـ
 (ﻧﺪﺍﺭﺩ ﻭﺟﻮﺩ ﺩﺳﺘﻮﺭﺍﻟﻌﻤﻞ ﻫﺎ ﻓﻬﻢ ﺩﺭ ﻧﺎﺗﻮﺍﻧﻲ ﻳﺎ ﻧﺎﻓﺮﻣﺎﻧﻲ ﺍﺧﺘﻼﻝ )ﺍﺳﺖ
 
 .ﺩﺍﺭﺩ ﻣﺸﻜﻞ ﻓﻌﺎﻟﻴﺖ ﻫﺎ ﻭ ﻭﻇﺎﻳﻒ ﺳﺎﺯﻣﺎﻥ ﺩﻫﻲ ﺩﺭ ﺍﻏﻠﺐ ـ
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 ﺍﺳﺖ ﻧﺎﺭﺍﺿﻲ ﻭ ﺑﻴﺰﺍﺭ ﻭ ﻣﻲ ﻛﻨﺪ ﺍﺟﺘﻨﺎﺏ ﺩﺍﺭﺩ ﻣﺴﺘﻤﺮ ﺫﻫﻨﻲ ﺗﻼﺵ ﺑﻪ ﻧﻴﺎﺯ ﻛﻪ ﻭﻇﺎﻳﻔﻲ ﺩﺭ ﺷﺪﻥ ﺩﺭﮔﻴﺮ ﺍﺯ ﻣﻌﻤﻮﻻً ـ
 (ﺧﺎﻧﻪ ﻳﺎ ﻣﺪﺭﺳﻪ ﺗﻜﺎﻟﻴﻒ ﻣﺜﻞ)
 ﻭﺳﺎﻳﻞ ﻳﺎ ﻛﺘﺎﺏ ﺩﺭﺳﻲ، ﺗﻜﺎﻟﻴﻒ ﺍﺳﺒﺎﺏ ﺑﺎﺯﻱ، ﻣﺜﻼً )ﻣﻲ ﻛﻨﺪ ﮔﻢ ﺭﺍ ﻓﻌﺎﻟﻴﺖ ﻫﺎ ﻳﺎ ﻭﻇﺎﻳﻒ ﺑﺮﺍﻱ ﻻﺯﻡ ﺍﺷﻴﺎء ﻣﻌﻤﻮﻻً ـ
 (ﺁﻣﻮﺯﺷﻲ
 .ﺍﺳﺖ ﻓﺮﺍﻣﻮﺷﻜﺎﺭ ﺭﻭﺯﺍﻧﻪ ﻓﻌﺎﻟﻴﺖ ﻫﺎﻱ ﺩﺭ ﺍﻏﻠﺐ ـ
 ﺭﺷﺪﻱ ﺳﻄﺢ ﺑﺎ ﻭ ﺑﻜﺸﺪ ﻃﻮﻝ ﻣﺎﻩ 6 ﺑﺮﺍﻱ ﺣﺪﺍﻗﻞ ﻛﻪ ﺗﻜﺎﻧﺸﮕﺮﻱ - ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻋﻼﻳﻢ ﺍﺯ( ﺑﻴﺸﺘﺮ ﻳﺎ )ﺷﺶ. 2
 .ﺑﺎﺷﺪ ﻫﻤﺎﻫﻨﮓ ﻭ ﻧﺎﺳﺎﺯﮔﺎﺭ
 :ﺑﻴﺶ ﻓﻌﺎﻟﻲ- 
 .ﻣﻲ ﺧﻮﺭﺩ ﺗﻜﺎﻥ ﺟﺎﻳﺶ ﺩﺭ ﻳﺎ ﻣﻲ ﻛﻨﺪ ﺑﺎﺯﻱ ﺩﺳﺖ ﻫﺎﻳﺶ ﺑﺎ ﻣﻌﻤﻮﻻً ـ
 .ﻣﻲ ﺷﻮﺩ ﺑﻠﻨﺪ ﺟﺎﻳﺶ ﺍﺯ ﺑﺎﺷﺪ، ﻧﺸﺴﺘﻪ ﻣﻲ ﺭﻭﺩ ﺍﻧﺘﻈﺎﺭ ﻛﻪ ﺷﺮﺍﻳﻄﻲ ﺳﺎﻳﺮ ﻳﺎ ﻛﻼﺱ ﺩﺭ ﺍﻏﻠﺐ ـ
 ﺍﺳﺖ ﻣﻤﻜﻦ ﺑﺰﺭﮔﺘﺮﻫﺎ، ﻳﺎ ﻧﻮﺟﻮﺍﻧﺎﻥ ﺩﺭ )ﻣﻲ ﺭﻭﺩ ﺑﺎﻻ ﺩﻳﻮﺍﺭ ﻭ ﺩﺭ ﺍﺯ ﻳﺎ ﻣﻲ ﺩﻭﺩ ﻧﺪﺍﺭﺩ ﺗﻨﺎﺳﺒﻲ ﺟﺎﺋﻲ ﻛﻪ ﺩﺭ ﺍﻏﻠﺐ ـ
 (ﺑﺎﺷﺪ ﺑﺮﻗﺮﺍﺭﻱ ﺫﻫﻨﻲ ﺍﺣﺴﺎﺳﺎﺕ ﺑﻪ ﻣﺤﺪﻭﺩ
 .ﺩﺍﺭﺩ ﻣﺸﻜﻞ ﺁﺭﺍﻣﺶ ﺑﺎ ﺗﻔﺮﻳﺤﻲ ﻓﻌﺎﻟﻴﺖ ﻫﺎﻱ ﺩﺭ ﺷﺮﻛﺖ ﺩﺭ ﻳﺎ ﻛﺮﺩﻥ ﺑﺎﺯﻱ ﺩﺭ ﺍﻏﻠﺐ ـ
  .'ﺩﺭﻣﻲ ﺁﻭﺭﺩ ﺣﺮﻛﺖ ﺑﻪ ﺭﺍ ﺍﻭ ﻣﻮﺗﻮﺭﻱ' ﺍﻧﮕﺎﺭ ﻛﻪ ﻣﻲ ﻛﻨﺪ ﻓﻌﺎﻟﻴﺖ ﻃﻮﺭﻱ ﻭ ﺍﺳﺖ 'ﺟﻮﺵ ﻭ ﺟﻨﺐ ﺣﺎﻝ ﺩﺭ' ﻣﻌﻤﻮﻻً ـ
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 .ﻣﻲ ﻛﻨﺪ ﺻﺤﺒﺖ ﺍﻧﺪﺍﺯﻩ ﺍﺯ ﺑﻴﺶ ﺍﻏﻠﺐ ـ
 :ﺗﻜﺎﻧﺸﮕﺮﻱ- 
 .ﻣﻲ ﭘﺮﺍﻧﺪ ﺟﻮﺍﺏ ﻫﺎﺋﻲ ﺳﺆﺍﻻﺕ، ﺍﺗﻤﺎﻡ ﺍﺯ ﻗﺒﻞ ﺍﻏﻠﺐ ـ
 .ﺩﺍﺭﺩ ﻣﺸﻜﻞ ﺧﻮﺩ ﻧﻮﺑﺖ ﺭﺳﻴﺪﻥ ﺑﺮﺍﻱ ﺍﻧﺘﻈﺎﺭ ﺩﺭ ﻣﻌﻤﻮﻻً ـ
 (ﻣﻲ ﻛﻨﺪ ﻣﻜﺎﻟﻤﺎﺕ ﻳﺎ ﺑﺎﺯﻱ ﻫﺎ ﻭﺍﺭﺩ ﺭﺍ ﺧﻮﺩﺵ ﻣﺜﻼً )ﻣﻲ ﺷﻮﺩ ﻭﺍﺭﺩ ﺳﺮﺯﺩﻩ ﻳﺎ ﻣﻲ ﻛﻨﺪ ﻗﻄﻊ ﺭﺍ ﺩﻳﮕﺮﺍﻥ ﺻﺤﺒﺖ ﺍﻏﻠﺐ ـ
 ﻭﺟﻮﺩ ﺳﺎﻟﮕﻲ 7 ﺍﺯ ﻗﺒﻞ ﻛﺮﺩﻩ ﺍﻧﺪ ﻧﻘﺺ ﺍﻳﺠﺎﺩ ﻛﻪ ﺗﻜﺎﻧﺸﮕﺮﻱ - ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻳﺎ ﺗﻮﺟﻪ ﻧﻘﺺ ﻋﻼﻳﻢ ﺑﺮﺧﻲ ـ ﺏ
 .ﺩﺍﺷﺘﻪ ﺍﻧﺪ
 (ﺧﺎﻧﻪ ﻭ[ ﻛﺎﺭ ﻳﺎ ]ﻣﺪﺭﺳﻪ ﻣﺜﻼً )ﺩﺍﺭﻧﺪ ﻭﺟﻮﺩ ﺑﻴﺸﺘﺮ ﻳﺎ ﻣﺤﻴﻂ ﺩﻭ ﺩﺭ ﻋﻼﻣﺖ ﻫﺎ ﺍﺯ ﻧﺎﺷﻲ ﻧﻘﺎﻳﺺ ﺑﺮﺧﻲ ـ ﺝ
 .ﺑﺎﺷﺪ ﺩﺍﺷﺘﻪ ﻭﺟﻮﺩ ﺷﻐﻠﻲ ﻳﺎ ﺗﺤﺼﻴﻠﻲ ﺍﺟﺘﻤﺎﻋﻲ، ﻋﻤﻠﻜﺮﺩ ﺩﺭ ﺑﺎﻟﻴﻨﻲ ﺗﻮﺟﻪ ﻗﺎﺑﻞ ﻧﻘﺺ ﺍﺯ ﻭﺍﺿﺤﻲ ﺷﻮﺍﻫﺪ ﺑﺎﻳﺪ ـ ﺩ
 ﺭﻭﻱ ﭘﺴﻴﻜﻮﺗﻴﻚ ﺍﺧﺘﻼﻻﺕ ﺳﺎﻳﺮ ﻳﺎ ﺍﺳﻜﻴﺰﻭﻓﺮﻧﻲ ﺭﺷﺪ، ﻓﺮﺍﮔﻴﺮ ﺍﺧﺘﻼﻝ ﻳﻚ ﺩﻭﺭﻩ ﻃﻲ ﺩﺭ ﺻﺮﻓﺎً ﻋﻼﻳﻢ ـ ﻫـ
 ﺍﺧﺘﻼﻝ ﻳﻚ ﻳﺎ ﺗﺠﺮﺑﻪ ﺍﻱ ﺍﺧﺘﻼﻝ ﺍﺿﻄﺮﺍﺑﻲ، ﺍﺧﺘﻼﻝ ﺧﻠﻘﻲ، ﺍﺧﺘﻼﻝ ﻣﺜﻼً )ﺩﻳﮕﺮ ﺭﻭﺍﻧﻲ ﺍﺧﺘﻼﻝ ﻳﻚ ﺑﺎ ﻭ ﻧﻤﻲ ﺩﻫﻨﺪ
 .ﻧﻤﻲ ﺷﻮﺩ ﺗﻮﺟﻴﻪ ﺑﻬﺘﺮ( ﺷﺨﺼﻴﺘﻲ
 
 :ﻣﺨﺘﻠﻂ ﻧﻮﻉ ﺑﻴﺶ ﻓﻌﺎﻟﻲ، ﺗﻮﺟﻪ، ﻧﻘﺺ ﺍﺧﺘﻼﻝ
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 .ﺩﺍﺷﺘﻪ ﺍﻧﺪ ﻭﺟﻮﺩ ﻗﺒﻞ ﻣﺎﻩ 6 ﻃﻲ ﺩﺭ ﺍﻟﻒ ﻣﻌﻴﺎﺭ ﺟﺰء ﺩﻭ ﻫﺮ ﺍﮔﺮ
 :ﺗﻮﺟﻪ ﻧﻘﺺ ﻧﻮﻉ ﺍﺭﺟﺤﻴﺖ ﺑﺎ ﺑﻴﺶ ﻓﻌﺎﻟﻲ، - ﺗﻮﺟﻪ ﻧﻘﺺ ﺍﺧﺘﻼﻝ
 .ﺍﺳﺖ ﻧﺪﺍﺷﺘﻪ ﻭﺟﻮﺩ( 2 )ﺟﺰء ﺍﻣﺎ ﺩﺍﺷﺘﻪ ﻭﺟﻮﺩ ﺍﻟﻒ ﻣﻌﻴﺎﺭ( 1 )ﺟﺰء ﮔﺬﺷﺘﻪ ﺍﻩ 6 ﻃﻲ ﺩﺭ ﺍﮔﺮ
 :ﺗﻜﺎﻧﺸﮕﺮﻱ - ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻧﻮﻉ ﺍﺭﺟﺤﻴﺖ ﻳﺎ ﺑﻴﺶ ﻓﻌﺎﻟﻲ، - ﺗﻮﺟﻪ ﻧﻘﺺ ﺍﺧﺘﻼﻝ
 .ﺍﺳﺖ ﻧﺪﺍﺷﺘﻪ ﻭﺟﻮﺩ( 1 )ﺟﺰء ﺍﻣﺎ ﺩﺍﺷﺘﻪ ﻭﺟﻮﺩ ﺍﻟﻒ ﻣﻌﻴﺎﺭ( 2 )ﺟﺰء ﮔﺬﺷﺘﻪ ﻣﺎﻩ 6 ﻃﻲ ﺩﺭ ﺍﮔﺮ
 ﺑﻬﺒﻮﺩ ﺩﺭ' ﻧﻤﻲ ﻛﻨﺪ، ﺗﻜﻤﻴﻞ ﺭﺍ ﻣﻌﻴﺎﺭﻫﺎ ﻛﻪ ﺩﺍﺷﺘﻪ ﺍﻧﺪ ﻋﻼﻳﻤﻲ ﺍﺧﻴﺮﺍً ﻛﻪ( ﺑﺰﺭﮔﺘﺮ ﻭ ﻧﻮﺟﻮﺍﻧﺎﻥ ﺑﻪ ﻭﻳﮋﻩ )ﺍﻓﺮﺍﺩ ﺑﺮﺍﻱ : ﻧﻜﺘﻪ
 .ﺷﻮﺩ ﺫﻛﺮ ﺑﺎﻳﺪ 'ﻧﺴﺒﻲ
 ﻧﺎﻓﺮﻣﺎﻧﻲ ﺍﺧﺘﻼﻝ ﻳﺎ ﺳﻠﻮﻙ ﺍﺧﺘﻼﻻﺕ ﺑﺎ ﻫﻤﺰﻣﺎﻥ ﻣﻌﻤﻮﻻً ﺗﻜﺎﻧﻪ ﺍﻱ، - ﺗﺨﺮﻳﺒﻲ ﺍﺭﺟﺤﻴﺖ ﺑﺎ ﻧﻮﻉ ﺑﻪ ﻭﻳﮋﻩ ،DHDA
 .ﻣﻲ ﺷﻮﺩ ﺩﻳﺪﻩ ﻫﻢ ﺍﺭﺗﺒﺎﻃﻲ ﻭ ﻳﺎﺩﮔﻴﺮﻱ ﺍﺧﺘﻼﻻﺕ ﺑﺎ ﻫﻤﺮﺍﻩ ﻫﻤﭽﻨﻴﻦ DHDA. ﻣﻲ ﺷﻮﺩ ﺩﻳﺪﻩ ﻣﻘﺎﺑﻠﻪ ﺟﻮﻳﺎﻧﻪ
 
 ﺣﻮﺍﻟﻲ ﺗﺮﻭﻣﺎﻱ ﺑﺎ DHDA. ﺍﺳﺖ ﻧﻮﺭﻭﻟﻮژﻳﻚ ﻣﺒﻬﻢ ﻭﻟﻲ ﭘﻴﭽﻴﺪﻩ ﻧﻘﺎﻳﺺ ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩ DHDA ﻣﻲ ﺭﺳﺪ ﺑﻪ ﻧﻈﺮ
 ﻭ ﺍﺳﺖ ﻳﺎﻓﺘﻪ ﺍﻓﺰﺍﻳﺶ ﺑﻴﻤﺎﺭﺍﻥ ﺑﺮﺍﺩﺭﺍﻥ ﻭ ﺧﻮﺍﻫﺮ ﻭ ﻭﺍﻟﺪﻳﻦ ﺩﺭ ﺁﻥ ﺑﺮﻭﺯ. ﺍﺳﺖ ﻣﺮﺗﺒﻂ ﺯﻭﺩﺭﺱ ﺳﻮءﺗﻐﺬﻳﻪ ﻭ ﺗﻮﻟﺪ
 ﻭ ﺧﻠﻖ ﻧﻈﺮ ﺍﺯ DHDA ﺑﻪ ﻣﺒﺘﻼ ﻛﻮﺩﻛﺎﻥ. ﺍﺳﺖ ﺩﻭﺗﺨﻤﻜﻲ ﺍﺯ ﺑﻴﺶ ﺗﻚ ﺗﺨﻤﻜﻲ ﺩﻭﻗﻠﻮﻫﺎﻱ ﺩﺭ ﺁﻥ ﻫﻤﮕﺎﻣﻲ ﻣﻴﺰﺍﻥ
 ﺍﺧﺘﻼﻝ ﻣﻲ ﺷﻮﺩ، ﺩﻳﺪﻩ ﻧﻮﺭﻭﺗﺮﺍﻧﺴﻤﻴﺘﺮﻱ ﺩﺳﺘﮕﺎﻩ ﺩﺭ ﻛﻪ ﺷﻮﺍﻫﺪﻱ ﺭﻭﺷﻦ ﺗﺮﻳﻦ. ﻫﺴﺘﻨﺪ ﺩﺭﺩﺳﺮﺳﺎﺯ( ﻣﺰﺍﺝ )ﺧﻮ
 ﻣﻬﺎﺭ ﻛﺎﻫﺶ. ﻫﺴﺘﻨﺪ ﺷﺎﻳﻊ ( ﻧﺮﻡ )ﻏﻴﺮﻣﻮﺿﻌﻲ ﻧﻮﺭﻭﻟﻮژﻳﻚ ﻋﻼﻳﻢ. ﺍﺳﺖ ﺩﻭﭘﺎﻣﻴﻨﺮژﻳﻚ ﻭ ﻧﻮﺭﺁﺩﺭﻧﺮژﻳﻚ ﻋﻤﻠﻜﺮﺩ
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 ﻛﺎﻫﺶ ﻭ ﻟﻮﺏ ﻓﺮﻭﻧﺘﺎﻝ ﭘﺮﻓﻮﺯﻳﻮﻥ ﻛﺎﻫﺶ ﻣﻄﺎﻟﻌﺎﺕ ﺍﻳﻦ ﺩﺭ ﻣﻲ ﺷﻮﺩ، ﺗﺄﻳﻴﺪ ﺗﺼﻮﻳﺮﻱ ﻣﻄﺎﻟﻌﺎﺕ ﺗﻮﺳﻂ ﻟﻮﺏ ﻓﺮﻭﻧﺘﺎﻝ
 ﺑﻴﻤﺎﺭﺍﻥ ﺍﺯ ﻛﻤﻲ ﺗﻌﺪﺍﺩ ﻧﺪﺍﺭﺩ، ﻗﻨﺪ ﺧﻮﺭﺩﻥ ﺑﻪ ﺍﺭﺗﺒﺎﻃﻲ ﺍﺣﺘﻤﺎﻻً DHDA. ﺍﺳﺖ ﺷﺪﻩ ﺩﻳﺪﻩ ﺁﻥ ﻣﺘﺎﺑﻮﻟﻴﻚ ﺳﺮﻋﺖ
 ﻋﻼﻳﻢ ﻫﻢ ﻧﻮﺟﻮﺍﻧﻲ ﻃﻲ ﺩﺭ DHDA ﺑﻴﻤﺎﺭﺍﻥ %02-52. ﻣﻲ ﮔﻴﺮﻧﺪ ﻗﺮﺍﺭ ﻏﺬﺍﺋﻲ ﺍﻓﺰﻭﺩﻧﻲ ﻫﺎﻱ ﺗﺤﺖ ﺗﺄﺛﻴﺮ( %5 ﺷﺎﻳﺪ)
. ﺩﺍﺭﺩ ﺍﺩﺍﻣﻪ ﻫﻢ ﺑﻠﻮﻍ ﺯﻣﺎﻥ ﺗﺎ ﻋﻼﻳﻢ ﺑﺮﺧﻲ ﺩﺭ ﻭ ﻣﻲ ﺩﻫﻨﺪ ﻧﺸﺎﻥ ﺭﺍ
 ﺿﺪﺍﺟﺘﻤﺎﻋﻲ ﺷﺨﺼﻴﺖ ﺍﺧﺘﻼﻝ ﺩﭼﺎﺭ ﺁﻳﻨﺪﻩ ﺩﺭ ﻳﺎ ﺑﺰﻫﻜﺎﺭ ﺩﺍﺭﻧﺪ، ﻫﻤﺰﻣﺎﻥ ﺳﻠﻮﻙ ﺍﺧﺘﻼﻝ ﻛﻪ ﺍﻓﺮﺍﺩﻱ ﺑﻪ ﻭﻳﮋﻩ ﺑﺮﺧﻲ،
 .ﻣﻲ ﺷﻮﻧﺪ
 ﺩﺭﻣﺎﻥ
ﻣﺆﺛﺮﺗﺮﻳﻦ ﺩﺭﻣﺎﻥ ﺩﺭ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﺩﺭﻣﺎﻥ ﺩﺍﺭﻭﻳﻲ ﺍﺳﺖ ﺑﺎ ﺍﻳﻨﺤﺎﻝ ﺩﺭ ﻣﻮﺍﺭﺩ ﺧﻔﻴﻒ ﺍﺧﺘﻼﻝ ﺭﻭﺵ ﻫﺎﻱ ﺩﺭﻣﺎﻧﻲ 
ﻏﻴﺮ ﺩﺍﺭﻭﺋﻲ ﻧﻈﻴﺮ، ﺁﻣﻮﺯﺵ ﻭﺍﻟﺪﻳﻦ، ﺑﻜﺎﺭﮔﻴﺮﻱ ﺭﻭﺵ ﻫﺎﻱ ﺗﻌﺪﻳﻞ ﺭﻓﺘﺎﺭ ﺗﻮﺳﻂ ﻭﺍﻟﺪﻳﻦ، ﻭ ﻣﺸﺎﻭﺭﻩ ﺑﺎ ﻣﺪﺭﺳﻪ 
ﻣﻲ ﺗﻮﺍﻧﻨﺪ ﺑﻪ ﺗﻨﻬﺎﻳﻲ ﻛﻤﻚ ﻛﻨﻨﺪﻩ ﺑﺎﺷﻨﺪ. ﻻﺯﻡ ﺍﺳﺖ ﻭﺍﻟﺪﻳﻦ ﺩﺭ ﺷﻴﻮﻩ ﻱ ﻓﺮﺯﻧﺪ ﭘﺮﻭﺭﻱ ﺧﻮﺩ ﻭ ﺩﺭ ﺗﻌﺎﻣﻞ ﺑﺎ ﻛﻮﺩﻙ، 
 ﺳﺎﺧﺘﺎﺭﻫﺎ ﻭ ﺭﻭﺍﻝ ﻫﺎﻱ ﺑﺎﺛﺒﺎﺕ ﺩﺍﺷﺘﻪ ﺑﺎﺷﻨﺪ ﻭ ﺍﺯ ﺷﻴﻮﻩ ﻫﺎﻱ ﺗﺮﺑﻴﺘﻲ ﺗﺤﺮﻳﻚ ﻛﻨﻨﺪﻩ ﻱ ﺑﺪﺭﻓﺘﺎﺭﻱ ﻛﻮﺩﻙ ﭘﺮﻫﻴﺰ ﻧﻤﺎﻳﻨﺪ.
ﺩﺭ ﻣﻮﺭﺩ ﻣﺪﺭﺳﻪ ﻧﻴﺰ ﺗﻌﺪﻳﻞ ﺗﻜﺎﻟﻴﻒ ﻭ ﻧﻴﺰ ﺍﻣﺘﺤﺎﻧﺎﺕ، ﻧﺸﺴﺘﻦ ﺩﺭ ﺭﺩﻳﻒ ﺟﻠﻮ ﻭ ﻧﺰﺩﻳﻚ ﻣﻌﻠﻢ ﻭ ﺑﻜﺎﺭﮔﻴﺮﻱ 
ﺷﻴﻮﻩ ﻫﺎﻱ ﺗﺸﻮﻳﻖ ﻭ ﺗﻨﺒﻴﻪ ﻣﻨﺎﺳﺐ ﻣﻲ ﺗﻮﺍﻧﺪ ﻛﻤﻚ ﻛﻨﻨﺪﻩ ﺑﺎﺷﺪ. ﺑﺮﺍﻱ ﺍﻳﻦ ﻣﻨﻈﻮﺭ ﻭﺍﻟﺪﻳﻦ ﻭ ﻣﻌﻠﻤﻴﻦ ﺑﺎﻳﺪ ﺗﻮﺳﻂ 
ﻣﺘﺨﺼﺼﻴﻦ ﺍﻳﻦ ﺣﻮﺯﻩ ﺁﻣﻮﺯﺵ ﻫﺎﻱ ﻻﺯﻡ ﺭﺍ ﺩﺭ ﻣﻮﺭﺩ ﭼﮕﻮﻧﮕﻲ ﺑﻜﺎﺭﮔﻴﺮﻱ ﺍﻳﻦ ﻣﻬﺎﺭﺕ ﻫﺎ ﻭ ﺗﻌﺎﻣﻞ ﺑﺎ ﺍﻳﻦ ﻛﻮﺩﻛﺎﻥ 
ﺩﺭﻳﺎﻓﺖ ﻧﻤﺎﻳﻨﺪ. 
ﺩﺭ ﻣﻮﺍﺭﺩ ﺷﺪﻳﺪﺗﺮ ﺍﺧﺘﻼﻝ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺩﺭﻣﺎﻥ ﻫﺎﻱ ﺩﺍﺭﻭﺋﻲ ﺿﺮﻭﺭﻱ ﺍﺳﺖ. 
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 :ﺩﺍﺭﻭﺷﻨﺎﺧﺘﻲ
 ﺑﺎ ﺑﻴﻤﺎﺭ ﺍﻧﻄﺒﺎﻕ ﺣﺴﻦ ﺑﻬﺒﻮﺩ ﺑﺎ ﺭﺍ ﺍﻋﺘﻤﺎﺩﺑﻪ ﻧﻔﺲ ﺩﺍﺭﻭﻫﺎ ﺍﻳﻦ ﻣﻲ ﺩﻫﻨﺪ؛ ﻛﺎﻫﺶ ﺑﻴﻤﺎﺭﺍﻥ %57 ﺩﺭ ﺭﺍ ﻋﻼﻳﻢ ﻣﺤﺮﻙ ﻫﺎ. 1
 ﺩﺍﺭﻭﻫﺎ ﭘﻼﺳﻤﺎﺋﻲ ﺳﻄﺢ ﺍﻧﺪﺍﺯﻩ ﮔﻴﺮﻱ. ﻣﻲ ﺩﻫﻨﺪ ﻛﺎﻫﺶ ﺭﺍ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻣﺤﺮﻙ ﻫﺎ. ﻣﻲ ﺩﻫﻨﺪ ﺍﻓﺰﺍﻳﺶ ﻣﻌﻠﻤﺎﻥ ﻭ ﻭﺍﻟﺪﻳﻦ
 .ﻫﺴﺘﻨﺪ ﻣﻔﻴﺪ
 
 ﻫﻴﭻ ﺳﺎﻋﺘﻪ 8 ﺭﻫﺶ ﭘﻴﻮﺳﺘﻪ ﺍﻧﻮﺍﻉ. ﺍﺳﺖ ﺩﺍﺩﻩ ﻗﺮﺍﺭ ﺗﺄﻳﻴﺪ ﻣﻮﺭﺩ ﺑﺎﻻﺗﺮ ﻭ ﺳﺎﻟﻪ 6 ﻛﻮﺩﻛﺎﻥ ﺑﺮﺍﻱ ADF ﺭﺍ ﻣﺘﻴﻞ ﻓﻨﺪﻳﺖ
. ﺍﺳﺖ ﺟﺪﻳﺪ ﺗﺮﻛﻴﺐ ﻳﻚ ﺍﺳﺖ، ﺳﺎﻋﺖ 21 ﺁﻥ ﺗﺄﺛﻴﺮ ﻣﺪﺕ ﻛﻪ ،atrecnoC. ﻧﺪﺍﺭﻧﺪ ﺛﺎﺑﺖ ﺷﺪﻩ ﺍﻱ ﺑﺮﺗﺮﻱ
 .ﺷﻮﻧﺪ ﺗﺄﻳﻴﺪ ﺑﺎﻳﺪ ﺟﺎﻧﺒﻲ، ﺁﺛﺎﺭ ﻧﻈﺮ ﺍﺯ ﺧﻮﺏ ﺳﺎﺑﻘﻪ ﻣﻮﺭﺩ ﺩﺭ ﺍﻭﻟﻴﻪ ﮔﺰﺍﺭﺵ ﻫﺎﻱ
 ﻣﻼﻳﻢ ﺗﺤﺮﻳﻚ ﺑﺎﻋﺚ ﺩﻭﭘﺎﻣﻴﻨﺮژﻳﻚ ﺍﻋﺼﺎﺏ ﺩﺭ ﺩﻭﭘﺎﻣﻴﻦ ﻣﺠﺪﺩ ﺑﺮﺩﺍﺷﺖ ﻣﻬﺎﺭ ﺑﺎ ﺍﺣﺘﻤﺎﻻ ﻣﺘﻴﻞ ﻓﻨﻴﺪﺍﺕ
 ﺍﻓﺰﺍﻳﺶ ﺭﺍ ﺣﻮﺍﺱ ﺗﻤﺮﻛﺰ ﻭ ﻣﻬﺎﺭ ﺭﺍ ﺣﺮﻛﺘﻲ ﺑﻴﻘﺮﺍﺭﻱ ، ﺣﻮﺍﺱ ﭘﺮﺗﻲ ﺑﻪ ﻣﺒﺘﻼ ﻛﻮﺩﻛﺎﻥ ﺩﺭ ﺩﺍﺭﻭ ﺍﻳﻦ. ﻣﻲ ﺷﻮﺩSNC
 .ﻣﻲ ﺩﻫﺪ
 SNC ﺗﺤﺮﻳﻚ ﺑﺎﻋﺚ ﺗﺎﻻﻣﻮﺱ ﻣﺜﻞ ﻣﺦ ﺯﻳﺮ ﺳﺎﺧﺘﺎﺭﻫﺎﻱ ﻭ ﺑﺮﻗﺸﺮﻣﺦ ﻋﻤﻞ ﺑﺎ ﻓﻨﻴﺪﺍﺕ ﻣﺘﻴﻞ ، ﻧﺎﺭﻛﻮﻟﭙﺴﻲ ﺩﺭ 
 ﺑﻲ ﺧﻴﺎﻟﻲ ﻭ ﻣﻼﻳﻢ ﺳﺮﺧﻮﺷﻲ ﺧﺴﺘﮕﻲ، ﺍﺣﺴﺎﺱ ﻭ ﺍﻓﺰﺍﻳﺶ ﺭﺍ ﺫﻫﻨﻲ ﻫﻮﺷﻴﺎﺭﻱ ﻭ ﺣﺮﻛﺘﻲ ﻓﻌﺎﻟﻴﺖ  ﺑﻨﺎﺑﺮﺍﻳﻦ ﻣﻲ ﺷﻮﺩﻭ
 .ﻣﻲ ﺩﻫﺪ ﻛﺎﻫﺶ ﺭﺍ
 ﻭﺟﻮﺩ ﺻﻮﺭﺕ ﺩﺭ. ﺍﺳﺖ ﺳﺎﻋﺖ 2/1-2/4 ﺑﺎ ﻣﻌﺎﺩﻝ ﺁﻥ ﻋﻤﺮ ﻧﻴﻤﻪ ﻭ ﻛﻠﻴﻮﻱ ﻋﻤﺪﺗﺎ  ﺁﻥ ﺩﻓﻊ ﻭ ﻛﺒﺪﻱ ﺁﻥ ﻣﺘﺎﺑﻮﻟﻴﺴﻢ
 ﺧﻮﻥ ﻓﺸﺎﺭ ﺩﺍﺭﻭ، ﺑﻪ ﻧﺴﺒﺖ ﻣﻔﺮﻁ ﺣﺴﺎﺳﻴﺖ ، ﺑﻲ ﻗﺮﺍﺭﻱ ﺑﺎ ﻫﻤﺮﺍﻩ ﻋﺼﺒﺎﻧﻴﺖ ﻋﺼﺒﻲ، ﻓﺸﺎﺭ ﻣﻼﺣﻈﻪ، ﻗﺎﺑﻞ ﺍﺿﻄﺮﺍﺏ
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 ﺳﻨﺪﺭﻡ ﺍﺯ ﻏﻴﺮ ﺑﻪ ﺣﺮﻛﺘﻲ ﺗﻴﻜﻬﺎﻱ ﺭﺍﻳﺞ، ﺍﻓﺴﺮﺩﮔﻲ ﻫﺎﻱ ﺑﺎﺿﺪ ﺩﺭﻣﺎﻥ ﻗﺎﺑﻞ ﺍﻓﺴﺮﺩﮔﻲ ﺍﺧﺘﻼﻻﺕ ﮔﻠﻮﻛﻮﻡ، ، ﺑﺎﻻ
 .ﻛﺮﺩ ﺍﺳﺘﻔﺎﺩﻩ ﺩﺍﺭﻭ ﺍﻳﻦ ﺍﺯ ﻧﺒﺎﻳﺪ ﺳﺎﻝ 6 ﺍﺯ ﻛﻤﺘﺮ ﺳﻦ ﺑﺎ ﻛﻮﺩﻛﺎﻥ ﺑﺮﺍﻱ ﻭ setteruoT
 ﺩﺍﺭﻭ، ﺑﻪ ﻣﻔﺮﻁ ﺣﺴﺎﺳﻴﺖ ﺁﻧﮋﻳﻦ، ﺧﻮﺍﺏ، ﺩﺭ ﺍﺷﻜﺎﻝ ﻋﺼﺒﺎﻧﻴﺖ، ﺑﻲ ﺍﺷﺘﻬﺎﻳﻲ، ، ﺗﺎﻛﻲ ﻛﺎﺭﺩﻱ ﺑﺎﻻ، ﻓﺸﺎﺭﺧﻮﻥ 
 .ﻣﻲ ﺑﺎﺷﻨﺪ ﺩﺍﺭﻭ ﺍﻳﻦ ﻣﻬﻢ ﺟﺎﻧﺒﻲ ﻋﻮﺍﺭﺽ ﺍﺯ ﻣﻌﺪﻩ ﻭﺩﺭﺩ ﺗﻬﻮﻉ، ، ﺳﺮﺩﺭﺩ ﺳﺮﮔﻴﺠﻪ،
 
 
 ﺑﻪ ﻣﺒﺘﻼ ﺑﻴﻤﺎﺭﺍﻥ ، setteruoTﺳﻨﺪﺭﻡ ﺳﺎﺑﻘﻪ ﺑﺎ ﺑﻴﻤﺎﺭﺍﻥ ، ﺣﻤﻠﻪ ﺍﻱ ﺍﺧﺘﻼﻝ ﻧﻮﻉ ﻫﺮ ﻳﺎ ﺻﺮﻉ ﺑﻪ ﻣﺒﺘﻼ ﺑﻴﻤﺎﺭﺍﻥ ﺑﺮﺍﻱ. 
 ﻟﺬﺍ ﻛﻨﺪ، ﺍﻳﺠﺎﺩ ﺗﻴﻚ ﺍﺳﺖ ﻣﻤﻜﻦ ﻣﺘﻴﻞ ﻓﻨﻴﺪﺍﺕ. ﺑﺮﺩ ﻛﺎﺭ ﺑﻪ ﺍﺣﺘﻴﺎﻁ ﺑﺎ ﺑﺎﻳﺪ ﺭﺍ ﺩﺍﺭﻭ ﺍﻳﻦ ، ﺳﺎﻳﻜﻮﺯ ﻭ ﺭﻓﺘﺎﺭﻱ ﺍﺧﺘﻼﻻﺕ
 . ﺩﺍﺩ ﺗﺸﺨﻴﺺ ﺭﺍ ﺗﻴﻚ ﻭﺍﻗﻌﻲ ﻋﻠﺖ ﺑﺘﻮﺍﻥ ﺗﺎ ﻛﺮﺩ ﻗﻄﻊ ﺑﺎﻳﺪ ﺭﺍ ﻣﺘﻴﻞ ﻓﻨﻴﺪﺍﺕ ﻣﺼﺮﻑ ﭘﻴﻤﻮﺯﺍﻳﺪ ﺑﺎ ﺗﻴﻚ ﺩﺭﻣﺎﻥ ﺍﺯ ﻗﺒﻞ
 ﺑﻴﻤﺎﺭﺍﻥ ﻫﻤﻪ ﺩﺭ ﻭ ﻣﻨﺎﺳﺐ ﺯﻣﺎﻧﻲ ﻓﻮﺍﺻﻞ ﺩﺭ. ﺷﻮﺩ ﻣﺼﺮﻑ ﺍﺣﺘﻴﺎﻁ ﺑﺎ ﺑﺎﻳﺪ ﺑﺎﻻ ﻓﺸﺎﺭﺧﻮﻥ ﺑﻪ ﻣﺒﺘﻼ ﺑﻴﻤﺎﺭﺍﻥ ﺑﺮﺍﻱ
 ﻭ ﻣﺼﺮﻑ ﺻﻮﺭﺕ ﺩﺭ. ﻛﺮﺩ ﺍﻧﺪﺍﺯ ﮔﻴﺮﻱ ﻣﺮﺗﺐ ﻃﻮﺭ ﺑﻪ ﺭﺍ ﺧﻮﻥ ﻓﺸﺎﺭ ﺑﺎﻳﺪ ﺑﺎﻻ ﺧﻮﻥ ﻓﺸﺎﺭ ﺑﻪ ﻣﺒﺘﻼ ﺑﻴﻤﺎﺭﺍﻥ ﻣﺨﺼﻮﺻﺎ
 .ﺷﻮﺩ ﻛﻨﺘﺮﻝ ﻣﺮﺗﺐ ﻃﻮﺭ ﺑﻪ ﻛﻮﺩﻙ ﺭﺷﺪ ﺑﺎﻳﺪ ، ﻛﻮﺩﻛﺎﻥ ﺑﺮﺍﻱ ﻣﺪﺕ ﻃﻮﻻﻧﻲ
 ﺳﭙﺲ ﻭ ﺷﻮﺩ ﻣﺼﺮﻑ( ﻧﻬﺎﺭ ﻭ ﺻﺒﺤﺎﻧﻪ ﺍﺯ ﻗﺒﻞ )ﺭﻭﺯ ﺩﺭ ﺑﺎﺭ ﺩﻭ 2-1gk/gm ﺑﺎ ﺳﺎﻝ، 6 ﺍﺯ ﺑﻴﺶ ﺳﻦ ﺑﺎ ﺩﺭﻛﻮﺩﻛﺎﻥ
 ﻣﻲ ﺷﻮﺩ ﺍﻓﺰﻭﺩﻩ ﺩﺍﺭﻭ ﻣﻘﺪﺍﺭ ﺑﻪ 5-01yad/gm ﻫﻔﺘﮕﻲ ﻃﻮﺭ ﺑﻪ ﺑﻴﻤﺎﺭ ﻭﺗﺤﻤﻞ ﻧﻴﺎﺯ ﺍﺳﺎﺱ ﺑﺮ
 .ﻣﻲ ﺭﺳﺪ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺍﺯ ﻃﻮﻻﻧﻲ ﺗﺮ ﺑﻪ ﻧﻈﺮ ﺩﻛﺴﺘﺮﻭﺁﻣﻔﺘﺎﻣﻴﻦ - ﺁﻣﻔﺘﺎﻣﻴﻦ ﺗﺄﺛﻴﺮ ﻣﺪﺕ
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 ﻭ ﺍﺳﺖ ﻃﻮﻻﻧﻲ ﺍﺛﺮ ﺩﺍﺭﻭﻱ ﻳﻚ ﺩﺍﺭﻭ، ﺍﻳﻦ. ﺍﺳﺖ ﺑﺮﺭﺳﻲ ﺩﺳﺖ ﺩﺭ ﻣﻲ ﺷﻮﺩ، ﺍﺳﺘﻔﺎﺩﻩ ﻧﺎﺭﻛﻮﻟﭙﺴﻲ ﺩﺭ ﻛﻪ ﻣﺪﺍﻓﻴﻨﻴﻞ،
 .ﺑﺎﺷﺪ ﺩﺍﺷﺘﻪ ﺍﻧﺪﻛﻲ ﺳﻮءﻣﺼﺮﻑ ﻗﺎﺑﻠﻴﺖ ﻣﻲ ﺭﺳﺪ ﺑﻪ ﻧﻈﺮ
 ﺍﺳﺖ، ﺗﺄﺧﻴﺮ ﺑﺎ ﺁﻥ ﺍﺛﺮ ﻣﺪﺕ ﻭ ﺷﺮﻭﻉ. ﻣﻲ ﺷﻮﺩ ﺩﺍﺩﻩ ﺭﻭﺯ ﺩﺭ ﻣﻴﻠﻲ ﮔﺮﻡ 81/57 - 73/5 ﺩﻭﺯﻫﺎﻱ ﺑﻪ ﺻﻮﺭﺕ ﭘﻤﻮﻟﻴﻦ
 .ﺩﺍﺭﺩ ﻣﺤﺪﻭﺩﻱ ﺍﺳﺘﻔﺎﺩﻩ ﻛﺒﺪﻱ ﺳﻤﻴﺖ ﺑﺎ ﺍﺭﺗﺒﺎﻁ ﺑﻪ ﻋﻠﺖ ﺍﻣﺎ
 .ﻣﻲ ﺩﻫﺪ ﻛﺎﻫﺶ ﺍﺧﺘﻼﻝ ﺍﻳﻦ ﺩﭼﺎﺭ ﻛﻮﺩﻛﺎﻥ ﺩﺭ ﺭﺍ ﺑﺮﺍﻧﮕﻴﺨﺘﮕﻲ ﮔﻮﺍﻧﻔﺎﺳﻴﻦ ﻭ ﻛﻠﻮﻧﻴﺪﻳﻦ ﺷﺪﻩ ﮔﺰﺍﺭﺵ. 2
 ﺍﺿﻄﺮﺍﺏ ﻳﺎ ﺍﻓﺴﺮﺩﮔﻲ ﺑﺎ ﻫﻤﺮﺍﻩ DHDA ﺩﺭ ﺍﺳﺖ ﻣﻤﻜﻦ ﺿﺪﺍﻓﺴﺮﺩﮔﻲ ﻫﺎ ﻣﺤﺮﻙ ﻫﺎ، ﻣﻮﻓﻘﻴﺖ ﻋﺪﻡ ﺻﻮﺭﺕ ﺩﺭ
. ﺑﺎﺷﻨﺪ ﺑﻬﺘﺮﻳﻦ ﻫﻤﺰﻣﺎﻥ،
. ﻣﺮﺩﻧﺪ ﻧﺎﮔﻬﺎﻧﻲ ﺑﻪ ﻃﻮﺭ ﺩﺯﻳﭙﺮﺍﻣﻴﻦ ﻣﺼﺮﻑ ﻃﻲ ﺩﺭ ﻛﻮﺩﻙ ﭼﻬﺎﺭ ﺍﻣﺎ ﺷﺪﻩ ﮔﺰﺍﺭﺵ ﺩﺯﭘﻴﺮﺍﻣﻴﻦ ﻭ ﺍﻳﻤﻲ ﭘﺮﺍﻣﻴﻦ ﺗﺄﺛﻴﺮﺍﺕ
 ﺑﻲ ﺧﻄﺮ ﻣﻲ ﺭﺳﺪ ﺑﻪ ﻧﻈﺮ ﻭ ﻫﺴﺘﻨﺪ ﻣﻔﻴﺪ DHDA ﺑﺮﺍﻱ( enixafalnev )ﻭﻧﻼﻓﺎﻛﺴﻴﻦ ﻭ ﭘﻮﺭﭘﺮﻭﭘﻴﻮﻥ ﺷﺪﻩ ﮔﺰﺍﺭﺵ
. ﺑﺎﺷﻨﺪ
 ﻭ ﻋﻼﻳﻢ ﺩﭼﺎﺭ ﺑﻴﻤﺎﺭﺍﻥ ﺑﺮﺍﻱ ﺗﻨﻬﺎ ﺩﺍﺭﻭﻫﺎ ﺳﺎﻳﺮ ﺷﻜﺴﺖ ﺻﻮﺭﺕ ﺩﺭ ﺩﻱ ﻭﺍﻟﭙﺮﻭﺗﻜﺲ ﻳﺎ ﻟﻴﺘﻴﻮﻡ ﺁﻧﺘﻲ ﺳﺎﻳﻜﻮﺗﻴﻚ ﻫﺎ،. 4
 ﻣﻲ ﺷﻮﻧﺪ ﺍﺳﺘﻔﺎﺩﻩ( ﻫﻤﺰﻣﺎﻥ ﺗﺨﺮﻳﺒﻲ ﺭﻓﺘﺎﺭ ﺍﺣﺘﻤﺎﻝ )ﺷﺪﻳﺪ ﭘﺮﺧﺎﺷﮕﺮﻱ
 . 
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 ﻣﻮﻧﻮ ﺍﻧﺘﺨﺎﺑﻲ ﻣﻬﺎﺭ ﺧﺎﻃﺮ ﺑﻪ ﺍﺣﺘﻤﺎﻻ ﺁﻥ ﺍﺛﺮ .ﻧﻴﺴﺖ ﻣﺸﺨﺺ ﺩﺍﺭﻭ ﺍﻳﻦ ﺟﻨﻮﻥ ﺿﺪ ﺍﺛﺮ ﻣﻜﺎﻧﻴﺴﻢ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﻣﻮﺭﺩ ﺩﺭ
 1a .2a .1H ﻫﺎﻱ ﮔﻴﺮﻧﺪﻩ ﺑﺮ ﻣﺘﻮﺳﻄﻲ ﻣﻬﺎﺭﻱ ﺍﺛﺮ ﺩﺍﺭﺍﻱ ﻫﻤﭽﻨﻴﻦ ﺩﺍﺭﻭ ﺍﻳﻦ .ﺑﺎﺷﺪ ﻣﻲ(2TH-5 , 2D)ﺁﻣﻴﻨﺮژﻳﻚ
 . ﺑﺎﺷﺪ ﻣﻲ
 ﻣﻲ ﻣﺘﺼﻞ ﭘﻼﺳﻤﺎ ﻫﺎﻱ ﭘﺮﻭﺗﺌﻴﻦ ﺑﻪ ﺯﻳﺎﺩ ﺧﻴﻠﻲ ﻣﻘﺪﺍﺭ ﺑﻪ ﺩﺍﺭﻭ ﻭ ﺑﺎﺷﺪ ﻣﻲ ﺳﺮﻳﻊ ﻭ ﺯﻳﺎﺩ ﺩﺍﺭﻭ ﮔﻮﺍﺭﺷﻲ ﺟﺬﺏ
 ﺳﺎﻋﺖ 02-42 ﺁﻥ ﻋﻤﺮ ﻭﻧﻴﻤﻪ%(51 )ﻣﺪﻓﻮﻉ ﻭ%(07 )ﺍﺩﺭﺍﺭ ﻃﺮﻳﻖ ﺍﺯ ﺁﻥ ﺩﻓﻊ ﻭ ﻛﺒﺪﻱ ﻋﻤﺪﺗﺎ ﺩﺍﺭﻭ ﻣﺘﺎﺑﻮﻟﻴﺴﻢ.ﺷﻮﺩ
  .ﺑﺎﺷﺪ ﻣﻲ
 ،ﻣﻨﻮﺭﺍژﻱ ﺩﻳﺴﻤﻨﻮﺭﻩ ، ﺳﺮﮔﻴﺠﻪ ، ﺟﻨﺴﻲ ﺗﻤﺎﻳﻞ ،ﻛﺎﻫﺶ ﺟﻨﺴﻲ ،ﺍﺧﺘﻼﻝ ﺩﻳﺪ ،ﺗﺎﺭﻱ ،ﻋﺼﺒﺎﻧﻴﺖ ،ﺍﺿﻄﺮﺍﺏ ﺁﻛﺎﺗﻴﺰﻳﺎ
 ﻗﺮﺍﺭﻱ ،ﺑﻲ ﺧﻮﻱ ﻭ ﺧﻠﻖ ،ﺗﻐﻴﻴﺮﺍﺕ ﺍﺩﺭﺍﺭ ﺩﻓﻊ ﺩﺭ ،ﺍﺧﺘﻼﻝ ﺧﻮﺍﺑﻲ ،ﺑﻲ ،ﭘﺎﺭﻛﻴﻨﺴﻮﻥ ،ﺩﻳﺴﺘﻮﻧﻲ ﻫﺮﻣﻲ ﺧﺎﺭﺝ ،ﺍﺛﺮﺍﺕ
 ،ﺳﻮءﻫﺎ ﺩﻫﺎﻥ ،ﺧﺸﻜﻲ ،ﺳﺮﻓﻪ ﻳﺒﻮﺳﺖ ﻳﺎ ،ﺍﺳﻬﺎﻝ ﻭﺧﺎﺭﺵ ﭘﻮﺳﺘﻲ ،ﺑﺜﻮﺭﺍﺕ ﺍﻱ ﺣﺎﻓﻈﻪ ،ﻣﺸﻜﻼﺕ ﺗﻤﺮﻛﺰ ﺩﺭ ،ﺍﺧﺘﻼﻝ
 ﺍﻳﻦ ﻋﻤﺪﻩ ﺟﺎﻧﺒﻲ ،ﻋﻮﺍﺭﺽ ﻧﻮﺭﻭﻟﭙﺘﻴﻚ ﺑﺪﺧﻴﻢ ﻭﺳﻨﺪﺭﻡ ﻭﺯﻥ ﺍﻓﺰﺍﻳﺶ ﻭ ﺣﻠﻖ ﻭ ﺑﻴﻨﻲ ،ﺍﻟﺘﻬﺎﺏ ،ﺗﻬﻮﻉ ﺩﺭﺩ ،ﺳﺮ ﺿﻤﻪ
 . ﻫﺴﺘﻨﺪ ﺩﺍﺭﻭ
 ADF ﺗﺎﻳﻴﺪ ﻣﻮﺭﺩ ﺭﻭﺯﺍﻧﻪ ﻭﺍﺣﺪ ﺩﻭﺯ ﺑﺎ( esanyv) ﺍﻓﺘﻤﺎﻣﻴﻦ ﻟﻴﺴﺪﻛﺲ ﺑﻨﺎﻡ ﺍﻓﺘﺎﻣﻴﻦ ﺩﺍﺭﻭﻳﻲ ﭘﻴﺸﺴﺎﺯ ﻳﻚ . ﺍﺧﻴﺮﺍ5
  ADF ﺗﻮﺳﻂ ﺳﺎﻝ 21-6 ﺍﻃﻔﺎﻝ ﺩﺭ ﻓﻌﺎﻟﻲ ﺑﻴﺶ ﺩﺭﻣﺎﻥ ﺑﺮﺍﻱ( ﻓﻴﻠﺪﻳﺖ ﻣﺘﻴﻞ ﻓﻌﺎﻝ ﺟﺰ ) ﺩﻳﺘﺮﺗﻨﺎ ﭘﭻ ﺍﺳﺖ ﮔﺮﻓﺘﻪ ﻗﺮﺍﺭ
 ﺍﺳﺖ ﺷﺪﻩ ﺗﺎﻳﻴﺪ
 03 ﻳﺎ ﻣﻴﻠﻴﮕﺮﻡ 002 ﻣﻴﻠﻴﮕﺮﻡ 51 ﻣﻘﺎﺩﻳﺮ ﺭﻭﺯ ﺩﺭ ﺳﺎﻋﺖ 9 ﻣﺪﺕ ﺑﻪ ﻭﻳﺘﺮﺍﻧﺎ ﻣﺨﺘﻠﻒ ﻫﺎﻱ ﭘﭻ ﺍﺯ ﺍﺳﺘﻔﺎﺩﻩ ﺩﺭﺻﻮﺭﺕ
 ، ﻭﻟﺒﻮﺗﺮﻳﻦ ﺑﻮﭘﺮﻭﭘﻴﻮﻥ ﻣﺜﻞ ﺍﻓﺴﺮﺩﮔﻴﻬﺎ ﺿﺪ ﺷﺎﻣﻞ ﺩﻭﻡ ﺧﻂ ﺩﺍﺭﻭﻫﺎﻱ ﻣﻴﺸﻮﺩ ﻣﻨﺘﻘﻞ ﺩﺑﻦ ﺑﻪ ﻓﻌﺎﻝ ﻣﺎﺩﻩ ﻣﻴﻠﻴﮕﺮﻡ
 ﻣﺜﻞ )ﺍﺩﺭﻧﮋﻳﻚ ﺍﻟﻔﺎ ﮔﻴﺮﻧﺪﻩ ﻫﺎﻱ ﺍﮔﻮﻧﻴﺴﺖ ﻭ ﺍﺭ ﺍﻳﻜﺲ ﻛﺴﻮﺭ ﺍﻑ ﻭ ﻛﺴﻮﺭ ،ﺍﻑ ﻭﻧﻼﻓﺎﻛﺴﻴﻦ( ﺍﺭ ﺍﺱ ﻭﻟﺒﻮﺗﻮﺭﻳﻦ
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 ﻧﻴﺰ ﺍﭘﻴﻨﻔﺮﻳﻦ ﻧﻮﺭ ﺟﺬﺏ ﺑﺎﺯ ﻣﻬﺎﺭﻛﻨﻨﺪﻩ( ﺍﺳﺘﺮﺍﺗﺮﺍ) ﺍﻭﺗﻮﻣﻜﺴﻴﺘﻴﻦ ﺍﺳﺖ( ﺗﻨﻜﺲ ) ﮔﻮﺍﻧﻔﺎﺳﻴﻦ ﻭ( ﻛﺎﺗﺎﭘﺮﺱ ﻛﻠﻮﻧﻴﺪﻳﻦ
 ﻣﻴﮕﻴﺮﺩ ﻗﺮﺍﺭ ﺍﺳﺘﻔﺎﺩﻩ ﻣﻮﺭﺩ
 
 
  ﻣﻮﺍﺭﺩ ﻣﻨﻊ ﻳﺎ ﺍﺣﺘﻴﺎﻁ ﻣﺼﺮﻑ ﺩﺍﺭﻭ:
ﺩﺍﺭﻭﻫﺎﻱ ﻣﺤﺮﻙ: ﻣﺼﺮﻑ ﺩﺍﺭﻭﻫﺎﻱ ﻣﺤﺮﻙ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻧﻲ ﻛﻪ ﻣﺒﺘﻼ ﺑﻪ ﮔﻠﻮﻛﻮﻡ ﺯﺍﻭﻳﻪ ﺑﺴﺘﻪ ﻭ ﺗﻴﺮﻭﺗﻮﻛﺴﻴﻜﻮﺯ ﻫﺴﺘﻨﺪ 
ﻣﻨﻊ ﻣﺼﺮﻑ ﻣﻄﻠﻖ ﺩﺍﺭﺩ. ﻭﺟﻮﺩ ﺍﺧﺘﻼﻻﺕ ﺳﺎﻳﻜﻮﺗﻴﻚ ﻫﻤﺮﺍﻩ ﻭ ﻣﺎﻧﻴﺎﻱ ﺣﺎﺩ ﻣﻬﻤﺘﺮﻳﻦ ﻣﻮﺍﺭﺩ ﺩﻳﮕﺮ ﻣﻨﻊ ﻣﺼﺮﻑ ﺍﻳﻦ 
ﺩﺍﺭﻭﻫﺎ ﻫﺴﺘﻨﺪ. ﺳﻮء ﻣﺼﺮﻑ ﻫﻤﺰﻣﺎﻥ ﻣﻮﺍﺩ، ﺁﻧﻮﺭﻛﺴﻴﺎ ﻧﺮﻭﺯﺍ، ﺑﻲ ﻗﺮﺍﺭﻱ ﻭ ﺁژﻳﺘﻴﺸﻦ ﺷﺪﻳﺪ، ﻣﻮﺍﺭﺩ ﺍﺣﺘﻴﺎﻁ ﺩﺭ ﻣﺼﺮﻑ 
ﺩﺍﺭﻭ ﺭﺍ ﺗﺸﻜﻴﻞ ﻣﻲ ﺩﻫﻨﺪ. ﺍﺧﻴﺮﺍ ﺍﺧﺘﻼﻻﺕ ﺳﺎﺧﺘﻤﺎﻧﻲ ﻗﻠﺐ ﻧﻈﻴﺮ ﺗﺘﺮﺍﻟﻮژﻱ ﻓﺎﻟﻮ، ﺍﺑﻨﻮﺭﻣﺎﻟﻴﺘﻲ ﻫﺎﻱ ﺷﺮﻳﺎﻥ ﻫﺎﻱ ﻗﻠﺒﻲ، 
ﺗﻨﮕﻲ ﺳﺎﺏ ﺁﺋﻮﺭﺗﻴﻚ ﺍﻧﺴﺪﺍﺩﻱ، ﻭﺿﻌﻴﺖ ﻫﺎ ﭘﺮﻓﺸﺎﺭﻱ ﺧﻮﻥ، ﺷﻜﺎﻳﺖ ﺍﺯ ﺳﻴﻨﻜﻮپ، ﺗﺎﻛﻲ ﺁﺭﻳﺘﻤﻲ ﻫﺎ ﻭ ﺩﺭﺩ ﺳﻴﻨﻪ ﺩﺭ 
ﻛﻮﺩﻙ ﻭ ﺳﺎﺑﻘﻪ ﻣﺮگ ﻧﺎﮔﻬﺎﻧﻲ ﻳﺎ ﺗﺎﻛﻲ ﻛﺎﺭﺩﻱ ﺑﻄﻨﻲ ﺩﺭ ﺧﺎﻧﻮﺍﺩﻩ ﺑﻪ ﻣﻮﺍﺭﺩ ﻣﻨﻊ ﻣﺼﺮﻑ ﺍﻳﻦ ﺩﺳﺘﻪ ﻱ ﺩﺍﺭﻭﻳﻲ ﺍﺿﺎﻓﻪ 
ﺷﺪﻩ ﺍﻧﺪ. ﺩﺭ ﺍﻳﻦ ﻣﻮﺍﺭﺩ ﻣﺸﺎﻭﺭﻩ ﻗﻠﺒﻲ ﺑﺎ ﻣﺘﺨﺼﺺ ﻗﻠﺐ ﻛﻮﺩﻛﺎﻥ ﻗﺒﻞ ﺍﺯ ﺗﺠﻮﻳﺰ ﺩﺍﺭﻭ ﺗﻮﺻﻴﻪ ﻣﻲ ﺷﻮﺩ. ﺩﺭ ﻣﻮﺍﺭﺩ 
 ﻳﺎ ﺍﻧﺠﺎﻡ ﺍﻛﻮﻛﺎﺭﺩﻳﻮﮔﺮﺍﻓﻲ ﺑﺼﻮﺭﺕ ﻣﻌﻤﻮﻝ ﺑﺮﺍﻱ GKEﻓﻘﺪﺍﻥ ﻧﺸﺎﻧﻪ ﻳﺎ ﺳﺎﺑﻘﻪ ﺍﻱ ﺑﻪ ﻧﻔﻊ ﻣﺸﻜﻼﺕ ﻗﻠﺒﻲ ﺩﺭﺧﻮﺍﺳﺖ 
  ﻫﻤﻪ ﺑﻴﻤﺎﺭﺍﻥ ﻣﻮﺭﺩ ﻧﺪﺍﺭﺩ. ﻣﺼﺮﻑ ﻫﻤﺰﻣﺎﻥ ﺑﺎ ﻣﻬﺎﺭﻛﻨﻨﺪﻩ ﻫﺎﻱ ﻣﻨﻮﺁﻣﻴﻦ ﺍﻛﺴﻴﺪﺍﺯ ﻧﻴﺰ ﻣﻨﻊ ﺷﺪﻩ ﺍﺳﺖ.
ﺩﺍﺭﻭﻫﺎﻱ ﻏﻴﺮ ﻣﺤﺮﻙ: ﺩﺭ ﻣﻮﺭﺩ ﺁﺗﻤﻮﻛﺴﺘﻴﻦ ﻧﻴﺰ ﻣﺼﺮﻑ ﺩﺍﺭﻭ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻥ ﻣﺒﺘﻼ ﺑﻪ ﮔﻠﻮﻛﻮﻡ ﺑﺎ ﺯﺍﻭﻳﻪ ﺑﺴﺘﻪ ﻣﻨﻊ ﻣﻄﻠﻖ 
ﺩﺍﺭﺩ. ﻫﻤﭽﻨﻴﻦ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻥ ﻣﺒﺘﻼ ﺑﻪ ﻧﻘﺎﺋﺺ ﺳﺎﺧﺘﻤﺎﻧﻲ ﻗﻠﺐ، ﭘﺮﻓﺸﺎﺭﻱ ﺧﻮﻥ ﺷﺪﻳﺪ، ﺗﺎﻛﻲ ﺁﺭﻳﺘﻤﻲ ﻫﺎ، ﺁﻧﮋﻳﻦ ﺻﺪﺭﻱ ﻭ 
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ﻣﺼﺮﻑ ﻫﻤﺰﻣﺎﻥ ﺑﺎ ﺩﺍﺭﻭﻫﺎﻱ ﻣﻬﺎﺭﻛﻨﻨﺪﻩ ﻣﻨﻮﺁﻣﻴﻦ ﺍﻛﺴﻴﺪﺍﺯ ﻣﻨﻊ ﻣﺼﺮﻑ ﺩﺍﺭﺩ. ﺩﺭ ﺑﻴﻤﺎﺭﻱ ﻫﺎﻱ ﻛﺎﺭﺩﻳﻮﻭﺍﺳﻜﻮﻻﺭ، 
  ﺳﺮﺑﺮﻭﻭﺍﺳﻜﻮﻻﺭ ﻭ ﺩﺭ ﻣﻮﺍﺭﺩ ﻛﻢ ﻓﺸﺎﺭﻱ ﺧﻮﻥ ﻧﻴﺰ ﺑﺎ ﺍﺣﺘﻴﺎﻁ ﻣﺼﺮﻑ ﻫﻤﺮﺍﻩ ﺍﺳﺖ.
 ﺩﺭ GKEﻣﺼﺮﻑ ﻫﻤﺰﻣﺎﻥ ﻛﻠﻮﻧﻴﺪﻳﻦ ﺑﺎ ﻣﺤﺮﻙ ﻫﺎ ﺑﺎﻳﺪ ﺑﺎ ﺍﺣﺘﻴﺎﻁ ﺍﻧﺠﺎﻡ ﺷﻮﺩ ﻭ ﻧﻴﺎﺯ ﺑﻪ ﭘﺎﻳﺶ ﻋﻤﻠﻜﺮﺩ ﻗﻠﺒﻲ ﺍﺯ ﻃﺮﻳﻖ 
ﻃﻮﻝ ﺩﺭﻣﺎﻥ ﺩﺍﺭﺩ. ﺩﺭ ﻣﻮﺍﺭﺩ ﺑﻴﻤﺎﺭﻱ ﻫﺎﻱ ﻛﺎﺭﺩﻳﻮ ﻭﺍﺳﻜﻮﻻﺭ ﻭ ﻧﺎﺭﺳﺎﺋﻲ ﻣﺰﻣﻦ ﻛﻠﻴﻮﻱ ﻻﺯﻡ ﺍﺳﺖ ﻛﻠﻮﻧﻴﺪﻳﻦ ﺑﺎ ﺍﺣﺘﻴﺎﻁ 
  ﻣﺼﺮﻑ ﺷﻮﺩ.
  ﺩﺭﻣﺎﻥ ﻫﺎﻱ ﻏﻴﺮ ﺩﺍﺭﻭﺋﻲ:
ﺁﻣﻮﺯﺵ ﻭﺍﻟﺪﻳﻦ، ﺁﻣﻮﺯﺵ ﻣﻬﺎﺭﺕ ﻫﺎﻱ ﻣﺪﻳﺮﻳﺖ ﺭﻓﺘﺎﺭ ﺑﻪ ﻭﺍﻟﺪﻳﻦ، ﻣﺪﺍﺧﻼﺕ ﺭﻓﺘﺎﺭﻱ ﺑﺮﺍﻱ ﻛﻮﺩﻙ ﻳﺎ ﻧﻮﺟﻮﺍﻥ، 
ﺁﻣﻮﺯﺵ ﻣﻌﻠﻤﻴﻦ ﺩﺭ ﺧﺼﻮﺹ ﻧﺤﻮﻩ ﻱ ﻣﺪﻳﺮﻳﺖ ﺭﻓﺘﺎﺭ ﻛﻮﺩﻙ ﺩﺭ ﻛﻼﺱ ﻣﻬﻤﺘﺮﻳﻦ ﻭ ﻣﺆﺛﺮﺗﺮﻳﻦ ﺩﺭﻣﺎﻥ ﻫﺎﻱ 
  ﻏﻴﺮﺩﺍﺭﻭﺋﻲ ﺩﺭ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﻧﻘﺺ ﺗﻤﺮﻛﺰ ﻫﺴﺘﻨﺪ.
ﺍﮔﺮﭼﻪ ﺩﺭﻣﺎﻥ ﻫﺎﻱ ﻣﺘﻌﺪﺩ ﺩﻳﮕﺮﻱ ﻧﻴﺰ ﺩﺭ ﺳﺎﻝ ﻫﺎﻱ ﺍﺧﻴﺮ ﻣﻌﺮﻓﻲ ﺷﺪﻩ ﺍﻧﺪ ﻭﻟﻲ ﻳﺎ ﺷﻮﺍﻫﺪ ﻋﻠﻤﻲ ﻛﺎﻓﻲ ﺑﻪ ﻧﻔﻊ ﺍﺛﺮﺑﺨﺸﻲ 
ﺩﺭﻣﺎﻥ ﻣﻄﺮﺡ ﺷﺪﻩ ﻭﺟﻮﺩ ﻧﺪﺍﺭﺩ ﻭ ﻳﺎ ﺍﮔﺮ ﺷﻮﺍﻫﺪﻱ ﻭﺟﻮﺩ ﺩﺍﺭﺩ ﺍﻳﻦ ﺷﻮﺍﻫﺪ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﻨﺪ ﻛﻪ ﺍﻳﻦ ﺭﻭﺵ ﻫﺎ ﻓﺎﻗﺪ ﺍﺛﺮ 
ﺩﺭﻣﺎﻧﻲ ﻻﺯﻡ ﻫﺴﺘﻨﺪ ﻟﺬﺍ ﻧﻤﻲ ﺗﻮﺍﻥ ﺁﻥ ﻫﺎ ﺭﺍ ﺑﻌﻨﻮﺍﻥ ﻳﻚ ﺩﺭﻣﺎﻥ ﻣﺆﺛﺮ ﺗﻮﺻﻴﻪ ﻧﻤﻮﺩ 
 :ﺭﻭﺍﻥ ﺷﻨﺎﺧﺘﻲ
 ﺩﺍﺭﻭﻫﺎ، ﺷﺎﻣﻞ ﺍﺳﺖ ﻣﻤﻜﻦ ﺩﺭﻣﺎﻥ ﻫﺎ ﺍﻳﻦ. ﺍﺳﺖ ﺿﺮﻭﺭﻱ ﺧﺎﻧﻮﺍﺩﻩ ﻭ ﻛﻮﺩﻙ ﺑﺮﺍﻱ ﭼﻨﺪﺟﺎﻧﺒﻪ ﺩﺭﻣﺎﻥ ﻣﻌﻤﻮﻻً
 ﺭﺷﺪ ﺍﺧﺘﻼﻝ ﺻﻮﺭﺕ ﺩﺭ ﺑﻪ ﻭﻳﮋﻩ )ﺍﺧﺘﺼﺎﺻﻲ ﺁﻣﻮﺯﺵ ﻭ ﺧﺎﻧﻮﺍﺩﻩ ﺩﺭﻣﺎﻧﻲ ﻓﺮﺩﻱ، ﺭﻭﺍﻥ ﺩﺭﻣﺎﻧﻲ ﺭﻓﺘﺎﺭﻱ، ﺗﻜﻨﻴﻚ ﻫﺎﻱ
 . ﻫﺴﺘﻨﺪ ﺍﺳﺎﺳﻲ ﺷﺪﻳﺪ ﺗﺎ ﻣﺘﻮﺳﻂ ﻣﻮﺍﺭﺩ ﺩﺭ ﺑﺰﻫﻜﺎﺭﻱ ﺧﻄﺮ ﺍﺣﺘﻤﺎﻝ ﺑﻪ ﺗﻮﺟﻪ ﺑﺎ ﻣﺪﺍﺧﻼﺕ ﺍﻳﻦ(. ﻫﻤﺰﻣﺎﻥ ﺍﺧﺘﺼﺎﺻﻲ
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  ﭘﻲ ﮔﻴﺮﻱ:
ﻣﺪﺕ ﺩﺭﻣﺎﻥ ﻃﻮﻻﻧﻲ ﺍﺳﺖ ﻭ ﻣﻤﻜﻦ ﺍﺳﺖ ﭼﻨﺪﻳﻦ ﺳﺎﻝ ﻃﻮﻝ ﺑﻜﺸﺪ. ﺩﺭ ﻣﺼﺮﻑ ﺩﺍﺭﻭﻫﺎﻱ ﻣﺤﺮﻙ ﻭ ﻏﻴﺮ ﻣﺤﺮﻙ ﺩﺭ 
ﺍﺑﺘﺪﺍﻱ ﺷﺮﻭﻉ ﺩﺭﻣﺎﻥ ﺍﺧﺬ ﺳﺎﺑﻘﻪ ﻱ ﻣﺸﻜﻼﺕ ﻗﻠﺒﻲ، ﺍﻧﺪﺍﺯﻩ ﮔﻴﺮﻱ ﻓﺸﺎﺭﺧﻮﻥ، ﭘﺎﻟﺲ، ﻭﺯﻥ ﻭ ﻗﺪ ﺗﻮﺻﻴﻪ ﻣﻲ ﺷﻮﺩ ﻭ ﻻﺯﻡ 
ﺍﺳﺖ ﺣﺪﺍﻗﻞ ﺳﺎﻟﻲ ﻳﻚ ﺑﺎﺭ ﺍﻳﻦ ﺍﺭﺯﻳﺎﺑﻲ ﻫﺎ ﺗﻜﺮﺍﺭ ﺷﻮﻧﺪ. ﺑﺪﻟﻴﻞ ﮔﺰﺍﺭﺷﺎﺗﻲ ﺍﺯ ﻣﻮﺍﺭﺩ ﻧﺎﺩﺭ ﻟﻮﻛﻮﭘﻨﻲ ﻭ ﺁﻧﻤﻲ ﻧﺎﺷﻲ ﺍﺯ 
 ﺩﻭﺭﻩ ﺍﻱ ﺩﺭ ﻃﻮﻝ ﺩﺭﻣﺎﻥ ﺗﻮﺻﻴﻪ ﻣﻲ ﺷﻮﺩ. ﻻﺯﻡ ﺍﺳﺖ ﻛﻮﺩﻙ ﺩﺭ ﺍﺑﺘﺪﺍﻱ ﺩﺭﻣﺎﻥ، ﺩﺭ CBCﻛﻢ ﺍﺷﺘﻬﺎﺋﻲ، ﺩﺭﺧﻮﺍﺳﺖ 
ﭼﻨﺪﻣﺎﻩ ﺍﻭﻝ ﺑﺼﻮﺭﺕ ﻣﺎﻫﻴﺎﻧﻪ ﻭ ﺳﭙﺲ ﺩﺭ ﻓﻮﺍﺻﻞ ﻃﻮﻻﻧﻲ ﺗﺮ ﻭﻳﺰﻳﺖ ﺷﻮﺩ. ﻫﻤﭽﻨﻴﻦ ﺿﺮﻭﺭﻱ ﺍﺳﺖ ﺩﺭ ﻫﺮﺑﺎﺭ 
ﻣﺮﺍﺟﻌﻪ ﻋﻮﺍﺭﺽ ﺟﺎﻧﺒﻲ ﺩﺍﺭﻭﻫﺎ، ﻣﻴﺰﺍﻥ ﺑﻬﺒﻮﺩ ﻧﺸﺎﻧﻪ ﻫﺎ ﻭ ﻧﻴﺰ ﺑﺮﻭﺯ ﺍﺣﺘﻤﺎﻟﻲ ﺍﺧﺘﻼﻻﺕ ﺭﻭﺍﻥ ﭘﺰﺷﻜﻲ ﻫﻤﺮﺍﻩ ﺍﺭﺯﻳﺎﺑﻲ 
  ﺷﻮﻧﺪ. ﺍﺧﺬ ﮔﺰﺍﺭﺵ ﺍﺯ ﻣﺪﺭﺳﻪ ﺩﻭ ﺑﺎﺭ ﺩﺭﺳﺎﻝ ﻣﻲ ﺗﻮﺍﻧﺪ ﺑﻪ ﺍﺭﺯﻳﺎﺑﻲ ﻋﻤﻠﻜﺮﺩ ﺗﺤﺼﻴﻠﻲ ﻛﻮﺩﻙ ﻛﻤﻚ ﻛﻨﺪ.
ﺩﺭ ﺷﺮﻭﻉ ﺩﺭﻣﺎﻥ ، ﺗﺎﺯﻩ ﺗﺮﻳﻦ ﺍﺑﻌﺎﺩ ﺗﻮﺻﻴﻪ ﺷﺪﻩ ﺗﻮﺳﻂ ﺁﻛﺎﺩﻣﻲ ﺍﻣﺮﻳﻜﺎ ﺭﻭﺍﻧﭙﺰﺷﻜﻲ ﻛﻮﺩﻙ ﻭ ﻧﻮﺟﻮﺍﻥ 
 (ﺑﺮﺭﺳﻲ ﻫﺎﻱ ﺯﻳﺮ ﻗﺒﻞ ﺍﺯ ﺷﺮﻭﻉ ﺩﺭﻣﺎﻥ ﺑﺎ ﻣﺤﺮﻙ ﺗﻮﺻﻴﻪ ﻛﺮﺩﻫﺎ ﺍﺳﺖ :PACAA،)
 ﻣﻌﺎﻳﻨﻪ ﺑﺎﻟﻴﻨﻲ •
 ﻓﺸﺎﺭ ﺧﻮﻥ •
 ﻧﺒﺾ •
 ﻭﺯﻥ •
 ﻗﺪ •
ﺗﻮﺻﻴﻪ ﻣﻲ ﺷﻮﺩ ﻛﻮﺩﻛﺎﻥ ﻭ ﻧﻮﺟﻮﺍﻧﺎﻥ ﺗﺤﺖ ﺩﺭﻣﺎﻥ ﺑﺎ ﻣﺤﺮﻙ ﻫﺎ ﺍﺯ ﻧﻈﺮ ﻗﺪ ، ﻭﺯﻥ ﻭ ﻓﺸﺎﺭ ﺧﻮﻥ ﻭ ﻧﺒﺾ ﻫﺮ ﺩﻭ ﻫﻔﺘﻪ 
ﻳﻚ ﺑﺎﺭ ﺗﺤﺖ ﻣﻌﺎﻳﻨﻪ ﻗﺮﺍﺭ ﮔﻴﺮﻧﺪ ﻭ ﻫﺮ ﺳﺎﻝ ﻳﻚ ﺑﺎﺭ ﻣﻌﺎﻳﻨﻪ ﺟﺴﻤﻲ ﺩﺭ ﻣﻮﺭﺩ ﺁﻧﻬﺎ ﺑﻪ ﻋﻤﻞ ﺁﻳﺪ . 
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 ﺍﺟﺘﻤﺎﻋﻲ : –ﻣﺪﺍﺧﻠﻪ ﻫﺎﻱ ﺭﻭﺍﻧﻲ 
ﺩﺍﺭﻭ ﺑﻪ ﺗﻨﻬﺎﻳﻲ ﻏﺎﻟﺒﺎًﺑﺮﺍﻱ ﺑﺮﺁﻭﺭﺩﻥ ﻧﻴﺎﺯﻫﺎﻱ ﺩﺭﻣﺎﻧﻲ ﺟﺎﻣﻊ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ ﺑﻪ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﻧﻴﺴﺖ ﻭ ﻣﻌﻤﻮﻻ ًﻭﺟﻬﻲ ﺍﺯ 
، ﻭ DHDAﻳﻚ ﺭژﻳﻢ ﭼﻨﺪ ﻭﺟﻬﻲ ﺍﺳﺖ . ﮔﺮﻭﻩ ﻫﺎﻱ ﻣﻬﺎﺭﺕ ﻫﺎﻱ ﺍﺟﺘﻤﺎﻋﻲ ، ﺁﻣﻮﺯﺵ ﻭﺍﻟﺪﻳﻦ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ ﺑﻪ 
 ﺍﺛﺮ ﺑﺨﺶ ﺍﺳﺖ . DHDAﻣﺪﺍﺧﻠﻪ ﻫﺎﻱ ﺭﻓﺘﺎﺭﻱ ﺩﺭ ﻣﺪﺭﺳﻪ ﻭ ﺧﺎﻧﻪ ﻏﺎﻟﺒﺎ ًﺩﺭ ﻣﺪﻳﺮﻳﺖ ﻛﻠﻲ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ ﺑﻪ 
 ﻛﻪ  ﺍﺭﺯﻳﺎﺑﻲ ﻭ ﺩﺭﻣﺎﻥ ﺍﺧﺘﻼﻻﺕ ﻳﺎﺩﮔﻴﺮﻱ ﺗﻮﺃﻡ ﻳﺎ ﺍﺧﺘﻼﻻﺕ ﺭﻭﺍﻧﭙﺰﺷﻜﻲ ﺍﺿﺎﻓﻲ ﺣﺎﺋﺰ ﺍﻫﻤﻴﺖ ﺍﺳﺖ . ﺑﻪ ﻛﻮﺩﻛﺎﻧﻲ
ﺩﺍﺭﻭ ﺑﺮﺍﻱ ﺁﻧﺎﻥ ﺗﺠﻮﻳﺰ ﻣﻲ ﺷﻮﺩ ﺑﺎﻳﺪ ﻫﺪﻑ ﺩﺍﺭﻭ ﺩﺭﻣﺎﻧﻲ ﺑﺎﺯﮔﻮ ﺷﺪﻩ ﻭ ﻓﺮﺻﺘﻲ ﺑﻪ ﺁﻧﺎﻥ ﺩﺍﺩﻩ ﺷﻮﺩ ﻛﻪ ﻣﻌﻨﻲ ﺩﺍﺭﻭ ﺭﺍ 
ﺑﺮﺍﻱ ﺧﻮﺩ ﺟﺴﺘﺠﻮ ﻛﻨﻨﺪ . ﻣﻔﺎﻫﻴﻢ ﻧﺎﺩﺭﺳﺖ ﻣﺜﻞ ” ﻣﻦ ﺩﻳﻮﺍﻧﻪ ﻫﺴﺘﻢ ” ﻛﻨﺎﺭ ﮔﺬﺍﺷﺘﻪ ﺷﺪﻩ ﻭ ﺭﻭﺷﻦ ﺷﻮﺩ ﻛﻪ ﺩﺍﺭﻭ ﺑﻪ 
ﻛﻮﺩﻙ ﻛﻤﻚ ﻣﻲ ﻛﻨﺪ ﻛﻪ ﺑﻬﺘﺮ ﺍﺯ ﻗﺒﻞ ﺑﺎ ﻣﻮﻗﻌﻴﺖ ﻫﺎ ﺑﺮﺧﻮﺭﺩ ﻛﻨﺪ . 
ﻭﻗﺘﻲ ﺑﻪ ﺍﻳﻦ ﻛﻮﺩﻛﺎﻥ ﺍﺟﺎﺯﻩ ﺩﺍﺩﻩ ﻣﻲ ﺷﻮﺩ ﻛﻪ ﺩﺭ ﺳﺎﺧﺘﻤﺎﻥ ﻣﺤﻴﻂ ﺧﻮﺩ ﺳﻬﻴﻢ ﺑﺎﺷﻨﺪ ،ﺍﺿﻄﺮﺍﺑﺸﺎﻥ ﻓﺮﻭﻛﺶ ﻣﻲ ﻛﻨﺪ . 
ﻫﻤﻜﺎﺭﻱ ﻭﺍﻟﺪﻳﻦ ﻭ ﻣﻌﻠﻢ ﺑﺮﺍﻱ ﺗﻌﻴﻴﻦ ﻳﻚ ﺭﺷﺘﻪ ﺍﻧﺘﻈﺎﺭﺍﺕ ﺍﺯ ﻛﻮﺩﻙ ﻭ ﻳﻚ ﺳﻴﺴﺘﻢ ﭘﺎﺩﺍﺵ ﺩﻫﻲ ﺩﺭ ﺻﻮﺭﺕ ﺑﺮﺁﻭﺭﺩﻩ 
ﺷﺪﻥ ﺍﻧﺘﻈﺎﺭﺍﺕ ﺳﻮﺩﻣﻨﺪ ﺍﺳﺖ . 
ﮔﺮﻭﻩ ﺩﺭﻣﺎﻧﻲ ﻣﻌﻄﻮﻑ ﺑﻪ ﭘﺎﻻﻳﺶ ﻣﻬﺎﺭﺕ ﻫﺎﻱ ﺍﺟﺘﻤﺎﻋﻲ ﻭ ﻧﻴﺰ ﺍﻓﺰﺍﻳﺶ ﺍﺣﺘﺮﺍﻡ ﺑﻪ ﻧﻔﺲ ﻭ ﺍﺣﺴﺎﺱ ﻣﻮﻓﻘﻴﺖ ﻣﻤﻜﻦ 
 ﻛﻪ ﻣﺸﻜﻼﺕ ﺯﻳﺎﺩﻱ ﺩﺭ ﻋﻤﻠﻜﺮﺩ ﺩﺭ ﺯﻣﻴﻨﻪ ﻫﺎﻱ ﮔﺮﻭﻫﻲ ، ﻣﺨﺼﻮﺻﺎ ًﻣﺪﺭﺳﻪ DHDAﺍﺳﺖ ﺑﺮﺍﻱ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ 
ﺩﺍﺭﻧﺪ ، ﻣﻔﻴﺪ ﺑﺎﺷﺪ . 
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 ﻓﺼﻞ ﺩﻭﻡ
 ﺑﻴﺎﻥ ﻣﺴﺎﻟﻪ
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ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻛﻢ ﺗﻮﺟﻬﻲ ﺟﺰﻭ ﺷﺎﻳﻌﺘﺮﻳﻦ ﺍﺧﺘﻼﻻﺕ ﺭﻭﺍﻧﭙﺰﺷﻜﻲ ﻛﻮﺩﻛﺎﻥ ﻭ ﻧﻮﺟﻮﺍﻧﺎﻥ ﻭ ﺷﺎﻳﻌﺘﺮﻳﻦ ﺍﺧﺘﻼﻝ 
 )1(    ﻧﻮﺭﻭ ﺑﻴﻮ ﻟﻮژﻳﻜﺎﻝ ﻳﺎ ﻋﺼﺐ ﺯﻳﺴﺖ ﺷﻨﺎﺧﺘﻲ ﻣﻴﺒﺎﺷﺪ
ﺩﺭﺻﺪ ﺑﻮﺩﻩ 21-5 ﺩﺭﺻﺪ ﺷﻴﻮﻉ ﺍﻥ ﻣﺘﻐﻴﺮ ﺑﻮﺩﻩ ﻭ ﺩﺭ ﺩﻗﻴﻖ ﺗﺮﻳﻦ ﻣﻄﺎﻟﻌﺎﺕ ﺷﻴﻮﻉ ﺁﻥ 61ﺗﺎ 2ﻛﻪ ﺩﺭ ﻣﻄﺎﻟﻌﺎﺕ ﻣﺨﺘﻠﻒ 
 ﺍﺳﺖ
ﺩﺍﺭﺍﻱ ﺳﻪ ﺯﻳﺮ ﮔﺮﻭﻩ ﺑﺎ .DHDAﻣﻨﺸﺎ ژﻧﺘﻴﻚ ﺑﻪ ﺍﺛﺒﺎﺕ ﺭﺳﻴﺪﻩ ﺍﺳﺖ  ﺳﺒﺐ ﺷﻨﺎﺳﻲ ﺁﻥ ﻧﻴﺰﺑﺮ ﺍﺳﺎﺱ ﺑﺮﺧﻲ ﻣﻄﺎﻟﻌﺎﺕ
ﻏﻠﺒﻪ ﺑﻴﺶ ﻓﻌﺎﻟﻲ-ﺗﻜﺎﻧﺸﮕﺮﻱ ﺑﺎ ﻏﻠﺒﻪ ﻛﻢ ﺗﻮﺟﻬﻲ ﻭ ﻧﻮﻉ ﻣﺨﺘﻠﻂ )ﻫﻢ ﺩﺍﺭﺍﻱ ﻋﻼﻳﻢ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺗﻜﺎﻧﺸﮕﺮﻱ ﻭ ﻫﻢ ﻛﻢ 
ﺗﻮﺟﻬﻲ ﻣﻴﺒﺎﺷﺪ(ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﻋﻮﺍﺭﺽ ﺯﻳﺎﺩﻱ ﺑﺮ ﺭﻭﻱ ﻋﻤﻠﻜﺮﺩ ﺷﻐﻠﻲ ﻭﺗﺤﺼﻴﻠﻲ ﻭ ﺍﻋﺘﻤﺎﺩ ﺑﻪ ﻧﻔﺲ ﻛﻮﺩﻛﺎﻥ ﻭ ﻧﻮ 
 )3()2(ﺟﻮﺍﻧﺎﻥ ﻣﺒﺘﻼ ﺩﺍﺭﺩ 
ﻛﻮﺩﻛﺎﻥ ﻭ ﻧﻮﺟﻮﺍﻧﺎﻥ ﻣﺒﺘﻼ ﺩﺭ ﻣﻌﺮﺽ ﺧﻄﺮ ﺍﺑﺘﻼ ﺑﻪ ﺳﺎﻳﺮ ﺍﺧﺘﻼﻻﺕ ﺭﻭﺍﻧﭙﺰﺷﻜﻲ ﻣﺎﻧﻨﺪ:ﺍﻓﺴﺮﺩﮔﻲ.ﺍﺿﻄﺮﺍﺏ ﻭ ﺳﻮ 
 )4(ﻣﺼﺮﻑ ﻣﻮﺍﺩ ﻭ ﺭﻓﺘﺎﺭﻫﺎﻱ ﺿﺪ ﺍﺟﺘﻤﺎﻋﻲ ﻣﻴﺒﺎﺷﻨﺪ
ﺗﺎﺛﻴﺮ ﺩﺭﻣﺎﻥ ﺩﺍﺭﻭﻳﻲ ﻭ ﻏﻴﺮ ﺩﺍﺭﻭﻳﻲ ﺩﺭ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﺑﻪ ﺗﺜﺒﻴﺖ ﺭﺳﻴﺪﻩ ﺍﺳﺖ ﻭ ﺩﺍﺭﻭ ﺩﺭﻣﺎﻧﻲ ﺭﺍﻳﺠﺘﺮﻳﻦ ﺭﻭﺷﻲ ﺍﺳﺖ ﻛﻪ 
ﺑﺮﺍﻱ ﻣﺪﺍﺧﻠﻪ ﺩﺭ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﺗﻮﺻﻴﻪ ﻣﻴﺸﻮﺩ ﻭ ﻧﺸﺎﻥ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﺳﺖ ﺩﺭ ﻣﻮﺍﺭﺩﻱ ﻛﻪ ﺑﺎ ﺍﻥ ﻫﻴﭻ ﺍﺧﺘﻼﻝ ﺩﻳﮕﺮﻱ 
 )5(ﻭﺟﻮﺩ ﻧﺪﺍﺭﺩ ﺭﻭﺵ ﺩﺍﺭﻭﻳﻲ ﺑﺴﻴﺎﺭ ﻣﻄﻠﻮﺏ ﻣﻴﺒﺎﺷﺪ.
ﺩﺭﻣﺎﻥ ﺩﺍﺭﻭﻳﻲ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﺑﺮ ﻣﺒﻨﺎﻱ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﻋﻮﺍﻣﻠﻲ ﻛﻪ ﺑﺮ ﺍﻧﺘﻘﺎﻝ ﻋﺼﺒﻲ ﺩﻭﭘﺎﻣﻴﻨﺮژﻳﻚ ﻭ ﻧﻮﺭﺁﺩﺭﻧﺮژﻳﻚ ﺍﺛﺮ 
 )6(ﻣﻴﮕﺬﺍﺭﺩ ﻭ ﺍﺻﻄﻼﺣﺎ  ﺍﻧﻬﺎ ﺭﺍ ﺑﻌﻨﻮﺍﻥ ﻣﺤﺮﻙ ﻫﺎ ﻣﻴﺸﻨﺎﺳﻴﻢ .
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ﺍﮔﺮﭼﻪ ﻣﺤﺮﻙ ﻫﺎ ﺩﺭ ﻛﻨﺘﺮﻝ ﻋﻼﻳﻢ ﺍﺧﺘﻼﻝ ﻧﻘﺺ ﺗﻮﺟﻪ ﻭ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺑﺴﻴﺎﺭ ﻣﻄﻠﻮﺏ ﻣﻴﺒﺎﺷﻨﺪ ﺍﻣﺎ ﺑﺮﺧﻲ ﻛﻮﺩﻛﺎﻥ ﺑﻪ 
ﺍﻥ ﭘﺎﺳﺦ ﻧﺪﺍﺩﻩ  ﻭ ﻳﺎ ﻧﻤﻴﺘﻮﺍﻧﻨﺪ ﺗﺤﻤﻞ ﻛﻨﻨﺪ ﺑﻪ ﺍﻳﻦ ﺗﺮﺗﻴﺐ ﻧﻴﺎﺯ ﺑﻪ ﺩﺍﺭﻭ ﻫﺎﻱ ﻏﻴﺮ ﻣﺤﺮﻙ  ﺑﻲ ﺧﻄﺮ ﻭ ﻣﻮﺛﺮ ﺗﺮ ﻃﻲ 
 ﭼﻨﺪ ﺳﺎﻝ ﮔﺬﺷﺘﻪ ﺍﺣﺴﺎﺱ ﻣﻴﺸﻮﺩ.
ﺩﺍﺭﻭﻱ ﺧﻂ ﺍﻭﻝ ﺩﺭﻣﺎﻥ ﺳﻴﻤﭙﺎﺗﻮﻣﻴﻤﺘﻴﻚ ﻫﺎ ﻫﺴﺘﻨﺪ ﻛﻪ ﻋﺒﺎﺭﺗﻨﺪ ﺍﺯ ﺍﺷﻜﺎﻝ ﻛﻮﺗﺎﻩ ﺍﺛﺮ ﻭ ﭘﻴﻮﺳﺘﻪ ﺭﻫﺶ ﻣﺜﻞ ﻣﺘﻴﻞ ﻓﻨﺪﻳﺖ 
ﻭ ﺩﻛﺴﺘﺮﺍﻣﻔﺘﺎﻣﻴﻦ ﻭ ﺩﻛﺲ ﻣﺘﻴﻞ ﻓﻨﺪﻳﺖ ﺍﺳﺖ. ﺩﺍﺭﻭ ﻫﺎﻱ ﺧﻂ ﺩﻭﻡ ﺷﺎﻣﻞ ﺑﻮﭘﺮﻭﭘﻴﻮﻥ ﻭ ﻭﻧﻼﻓﺎﻛﺴﻴﻦ ﻭ ﺁﮔﻮﻧﻴﺴﺖ 
ﻫﺎﻱ ﺁﻟﻔﺎ ﻫﺴﺘﻨﺪ.  
ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺷﺎﻳﻌﺘﺮﻳﻦ ﺩﺍﺭﻭﻳﻲ ﺍﺳﺖ ﻛﻪ ﺗﺎﺛﻴﺮ ﺁﻥ ﺑﺮ ﻫﺮ ﺳﻪ ﺣﻮﺯﻩ ﻋﻼﻳﻢ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻛﻢ ﺗﻮﺟﻬﻲ ﻣﺸﺨﺺ 
 25 ﺩﺭ ﺻﺪ ﺑﻪ ﻃﻮﺭ ﻣﺘﻮﺳﻂ 87 ﺩﺭﺻﺪ ﺗﺎ 52ﺷﺪﻩ ﺍﺳﺖ ﻣﻴﺰﺍﻥ ﭘﺎﺳﺦ ﭘﺎﺳﺦ ﺑﻪ ﺍﻳﻦ ﺩﺍﺭﻭ ﺩﺭ ﻛﻮﺩﻛﺎﻥ ﻭ ﻧﻮﺟﻮﺍﻧﺎﻥ ﺍﺯ 
 ﺩﺭ ﺻﺪ ﻣﺘﻐﻴﺮ ﺍﺳﺖ.
 ﺑﻪ ﻫﻢ ﺧﻮﺭﺩﮔﻲ ﻧﻈﻢ ﺍﻣﻴﻦ ﻫﺎﻱ ﺑﻴﻮژﻧﻴﻚ ﺑﻪ ﺧﺼﻮﺹ ﻧﻮﺭ ﺍﭘﻴﻨﻔﺮﻳﻦ ﻭ ﺩﻭﭘﺎﻣﻴﻦ ﻣﻄﺮﺡ DHDAﺩﺭ ﺍﺳﻴﺐ ﺷﻨﺎﺳﻲ 
ﻣﻴﺒﺎﺷﺪ ﺑﻪ ﻫﻤﻴﻦ ﺩﻟﻴﻞ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ ﺑﻪ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﻣﻤﻜﻦ ﺍﺳﺘﺎﺯ ﺩﺍﺭﻭﻫﺎﻳﻲ ﻛﻪ ﻓﻌﺎﻟﻴﺖ ﺍﮔﻮﻧﻴﺴﺘﻲ ﺩﻭﭘﺎﻣﻴﻨﺮژﻳﻚ ﻭ 
 )8()7(ﻧﻮﺭﺁﺩﺭﻧﺮژﻳﻚ ﺩﺍﺭﻧﺪ ﻣﺎﻧﻨﺪ:ﺩﺍﺭﻭ ﻫﺎﻱ ﻣﺤﺮﻙ ﻭ ﺿﺪ ﺍﻓﺴﺮﺩﮔﻲ ﺳﻮﺩ ﺑﺒﺮﻧﺪ.
 ﺍﻓﺮﺍﺩﻱ ﻛﻪ ﺍﺯ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺑﺮﺍﻱ ﺩﺭﻣﺎﻥ ﺍﺳﺘﻔﺎﺩﻩ ﻣﻴﻜﺮﺩﻧﺪ ﺩﺭ ﻋﻤﻠﻜﺮﺩ ﺭﻭﺯﺍﻧﻪ ﺍﻓﺰﺍﻳﺶ ﻗﺎﺑﻞ ﻣﻼﺣﻈﻪ ﺍﻱ  
 ﺩﺭ ﺻﺪ ﺍﺯ ﻛﻮﺩﻛﺎﻥ ﺑﻴﺶ ﻓﻌﺎﻝ ﺗﺤﺖ ﺩﺭﻣﺎﻥ ﺑﺎ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺩﺭ ﺯﻣﻴﻨﻪ ﺗﻮﺟﻪ ﺩﺭ ﻛﻼﺱ ﺩﺭ 57.ﺣﺪﻭﺩ ﺩﺩﺍﺷﺘﻦ
ﻛﺎﺭﺍﻳﻲ  ﺗﺤﺼﻴﻠﻲ  ﺑﻬﺒﻮﺩ ﻗﺎﺑﻞ ﻣﻼﺣﻈﻪ ﺍﻱ ﺩﺍﺷﺘﻪ ﺍﻳﻦ ﺩﺍﺭﻭ ﻧﻤﺮﺍﺕ ﻛﻮﺩﻛﺎﻥ ﺩﺍﺭﺍﻱ ﺍﻳﻦ ﺍﺧﺘﻼﻝ ﺭﺍ ﺩﺭ ﺗﻜﺎﻟﻴﻒ  ﺳﻨﺠﺶ 
  (9 )ﺍﻓﺰﺍﻳﺶ ﻣﻴﺪﻫﺪ.
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ﻋﻼﺭﻏﻢ ﺍﻳﻨﻜﻪ ﻛﻢ ﺧﻄﺮ ﺑﻮﺩﻧﻮ ﻛﺎﺭﺍﻳﻲ ﺩﺍﺭﻭﻫﺎﻱ ﺧﻂ ﺍﻭﻝ ﻣﺎﻧﻨﺪ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻛﻪ ﺟﺰ ﻣﺤﺮﻙ ﻫﺎ ﻣﻴﺒﺎﺷﺪ ﺑﻪ ﺧﻮﺑﻲ 
ﺍﺛﺒﺎﺕ ﺷﺪﻩ ﺍﺳﺖ ﺍﻣﺎ ﺑﻪ ﺩﻻﻳﻞ ﻣﺘﻌﺪﺩ ﻭﺑﻪ ﺩﻟﻴﻞ ﻋﻮﺍﺭﺽ ﺟﺎﻧﺒﻲ ﺍﻥ ﻛﻪ ﺗﻮﺳﻂ ﺑﻌﻀﻲ ﻛﻮﺩﻛﺎﻥ ﺗﺤﻤﻞ ﻧﻤﻴﺸﻮﺩ ﺟﺴﺘﺠﻮ 
 ﺑﺮﺍﻱ ﺩﺭﻣﺎﻥ ﻫﺎﻱ ﺟﺎﻳﮕﺰﻳﻦ ﺿﺮﻭﺭﻱ ﻣﻴﺒﺎﺷﺪ
ﺷﺎﻳﻊ ﺗﺮﻳﻦ ﻋﻮﺍﺭﺽ ﺟﺎﻧﺒﻲ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ :ﺳﺮ ﺩﺭﺩ، ﺩﻝ ﺩﺭﺩ، ﺗﻬﻮﻉ ﻭ ﺑﻲ  ﺧﻮﺍﺑﻲ  ﺍﺳﺖ ﻭﻫﻤﭽﻨﻴﻦ ﺩﺭ ﻛﻮﺩﻛﺎﻧﻲ ﻛﻪ  
ﺗﻴﻚ ﺣﺮﻛﺘﻲ  ﺩﺍﺭﻧﺪ ﺑﺎﻳﺪ ﺑﺎ ﺍﺣﺘﻴﺎﻁ ﻣﺼﺮﻑ ﺷﻮﺩ. 
  ﺩﺭ ﺻﺪ ﻛﻮﺩﻛﺎﻥ ﺑﻪ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭﺍﺣﺘﻤﺎﻝ 03 ﺗﺎ 02ﻭﺩﻻﻳﻞ ﺍﺯ ﺟﻤﻠﻪ ﻋﺪﻡ ﭘﺎﺳﺦ ﺩﻫﻲ ﺣﺪﻭﺩ ﺑﻪ ﺩﻟﻴﻞ ﻋﻮﺍﺭﺽ 
ﺩﺭ ﺑﺮﺧﻲ  ﺍﺯ  ﺑﺎﻟﻘﻮﻩ ﺑﺮﺍﻱ ﺳﻮء ﻣﺼﺮﻑ ﻭ ﻟﺰﻭﻡ ﻣﺼﺮﻑ ﺣﺪﺍﻗﻞ ﻳﻚ ﺩﻭﺯ ﺩﺭ ﻣﺪﺭﺳﻪ ، ﻛﺎﻫﺶ ﺍﺷﺘﻬﺎ ﻭ ﻛﺎﻫﺶ ﻭﺯﻥ 
( ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﻣﺴﺎﺋﻞ ﺫﻛﺮ ﺷﺪﻩ ﻣﺮﺗﺒﻂ ﺑﻪ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺑﻪ ﺩﺭﻣﺎﻥ ﻫﺎﻱ ﺟﺎﻳﮕﺰﻳﻦ ﻭ 01 ).ﻛﻮﺩﻛﺎﻥ ﺗﺤﻤﻞ ﻧﻤﻲ ﺷﻮﺩ
ﺗﺮﻛﻴﺒﻲ  ﺭﻭﻱ ﺁﻭﺭﺩ ﺷﺪﻩ ﺍﺳﺖ 
( 11).ﺍﺳﺖ ﺷﺎﻳﻊ ﺗﺮﻳﻦ ﺩﻟﻴﻞ ﺑﺮﺍﻱ ﺗﺠﻮﻳﺰ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ  ﭘﺎﺳﺦ ﻧﺎﻛﺎﻓﻲ  ﺑﻪ ﺩﺭﻣﺎﻥ ﻗﺒﻠﻲ  ﺑﻮﺩﻩ
ﺩﺍﺭﻭﻫﺎﻱ ﺁﻧﺘﻲ ﺳﺎﻳﻜﻮﺗﻴﻚ ﺑﻪ ﻋﻨﻮﺍﻥ ﺧﻂ ﺳﻮﻡ ﺑﺮﺍﻱ ﺩﺭﻣﺎﻥ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﻛﻢ ﺗﻮﺟﻬﻲ ﻣﻮﺭﺩ ﺍﺳﺘﻔﺎﺩﻩ 
 .ﻗﺮﺍﺭﻣﻴﮕﻴﺮﺩ ﻭ ﻫﻤﺮﺍﻩ ﺗﺮﻛﻴﺐ ﺑﺎ ﺩﺍﺭﻭﻫﺎﻱ ﻣﺤﺮﻙ ﺧﻂ ﺍﻭﻝ ﺑﺮﺍﻱ ﺩﺭﻣﺎﻥ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻣﻮﺭﺩ ﺍﺳﺘﻔﺎﺩﻩ ﻗﺮﺍﺭ ﻣﻴﮕﻴﺮﻧﺪ
(  31(ﻭ)21)
ﺩﺍﺭﻭﻫﺎﻳﻲ ﻣﺎﻧﻨﺪ ﺭﺳﭙﺮﻳﺪﻥ ،  ﺍﺳﺖ ﻛﻪ ﻣﻲ ﺗﻮﺍﻥ ﭘﺮﺧﺎﺷﮕﺮﻱ ﺭﺍ ﺑﺎﺍﻓﺰﻭﺩﻥ  ﺍﻟﺒﺘﻪ ﻣﻄﺎﻟﻌﺎﺗﻲ ﻛﻪ ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﺣﺎﻛﻲ  ﺍﺯ ﺍﻳﻦ 
ﺑﻴﻤﺎﺭﺍﻥ  ﻟﻴﺘﻴﻢ ، ﻭﺍﻟﭙﺮﻭﻳﻚ ﺍﺳﻴﺪ ﻭ ﻛﻠﻮﻧﻴﺪﻳﻦ ﺑﻪ ﺩﺍﺭﻭﻫﺎﻱ ﺧﻂ ﺍﻭﻝ ﻛﻨﺘﺮﻝ ﻛﺮﺩ ﻛﻪ ﻛﺎﻫﺶ ﻗﺎﺑﻞ ﻣﻼﺣﻈﻪ ﺍﻱ ﺩﺭ ﻋﻼﺋﻢ 
( 41) ﺗﻮﺳﻂ ﻭﺍﻟﺪﻳﻦ ﻭ ﻣﻌﻠﻤﺎﻥ ﻭ ﺩﺭ ﻣﻘﺎﻳﺴﻪ ﺑﺎ ﮔﺮﻭﻩ ﺷﺎﻫﺪ ﻧﺸﺎﻥ ﻣﻴﺪﻫﺪ.
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ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺁﻧﺘﻲ ﺳﺎﻳﻜﻮﺗﻴﻚ ﻫﺎ ﺑﻪ ﺧﺼﻮﺹ ﺁﻧﺘﻲ  ﻳﻜﻲ  ﺍﺯ ﺩﺭﻣﺎﻧﻬﺎﻱ ﺗﺮﻛﻴﺒﻲ ﻭ ﻣﻮﺛﺮ  ﻛﻪ ﺗﺮﺟﻴﺢ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﺳﺖ 
( 51).ﺳﺎﻳﻜﻮﺗﻴﻚ ﻫﺎﻱ ﺁﺗﻴﭙﻴﻚ ﻣﺎﻧﻨﺪ ﺭﻳﺴﭙﺮﻳﺪﻥ ﻫﺴﺖ
 .ﺭﻳﺴﭙﺮﻳﺪﻥ ﺟﺰ ﺩﺍﺭﻭ ﻫﺎﻱ ﺁﻧﺘﻲ ﺳﺎﻳﻜﻮﺗﻴﻚ ﻣﻮﺛﺮ ﺑﺮ ﮔﻴﺮﻧﺪﻩ ﺳﺮﻭﺗﻮﻧﻴﻦ ﻭ ﺩﻭﭘﺎﻣﻴﻦ ﻭ ﮔﻴﺮﻧﺪﻩ ﻫﺎﻱ ﺁﺩﺭﻧﮋﻳﻚ ﺍﺳﺖ
ﺍﺧﺘﻼﻝ ﺩﻭ ﻗﻄﺒﻲ ﻭ ﺍﻭﺗﻴﺴﻢ ﺩﺭ ﻛﻮﺩﻛﺎﻥ ﻭ ﻫﻤﭽﻨﻴﻦ ﺍﺧﺘﻼﻝ ﺍﺿﻄﺮﺍﺑﻲ ﺍﺯ ﺟﻤﻠﻪ  ﺁﻥ ﺑﺮﺩﺭﻣﺎﻥ ﺍﺳﻜﻴﺰﻭﻓﺮﻧﻲ، ﺳﻮﺩ ﻣﻨﺪﻱ
ﺑﺮﺭﺳﻲ  ﺍﻳﻦ ﺩﺍﺭﻭ ﺩﺭ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ ﺑﻪ  ﺍﺧﺘﻼﻝ ﻭﺳﻮﺍﺳﻲ ﺟﺒﺮﻱ ﻭ ﺍﻓﺴﺮﺩﮔﻲ ﻣﻘﺎﻭﻡ ﺑﻪ ﺩﺭﻣﺎﻥ ﻣﻮﺭﺩ ﺗﺎﻳﻴﺪ ﺍﺳﺖ.
ﺍﻓﺴﺮﺩﮔﻲ ﻭ ﺍﺿﻄﺮﺍﺏ ﺩﺍﺭﻧﺪ ﺑﺎﻋﺚ  ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻛﻢ ﺗﻮﺟﻬﻲ ﻛﻪ ﻋﻼﺋﻢ ﻫﻤﺮﺍﻩ ﻣﺎﻧﻨﺪ ﭘﺮﺧﺎﺷﮕﺮﻱ، ﺍﺧﺘﻼﻝ ﻓﻜﺮ،
( 61).ﻛﺎﻫﺶ ﺍﻳﻦ ﻋﻼﺋﻢ ﺷﺪﻩ ﻭ ﺑﻪ ﻋﻨﻮﺍﻥ ﺩﺍﺭﻭﻱ ﺗﺮﻛﻴﺒﻲ  ﺑﺎ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺍﺳﺘﻔﺎﺩﻩ ﻣﻴﺸﻮﺩ
ﭘﺲ ﺍﺯ  ﻣﺎﻩ ﺗﺎ ﻳﻜﺴﺎﻝ  3ﺩﺭ ﻣﻄﺎﻟﻌﺎﺕ ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﺩﺭ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ  ﺑﺎ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﭘﺎﺳﺦ ﺑﺎﻟﻴﻨﻲ ﻣﺜﺒﺖ ﺩﺭ ﻛﻤﺘﺮ ﺍﺯ  
ﺷﺮﻭﻉ ﺩﺭﻣﺎﻥ ﺑﻪ ﻭﺟﻮﺩ ﺁﻣﺪ 
 ﺩﺭﺻﺪ ﺑﻴﻤﺎﺭﺍﻥ ﺑﺎ ﺗﺤﻤﻞ ﭘﺬﻳﺮﻱ ﺑﺎﻻ 96ﺳﺎﻝ 2ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﺑﺮﺍﻱ ﺩﺭﻣﺎﻥ ﻃﻮﻻﻧﻲ  ﻣﺪﺕ ﺑﺎ ﺭﻳﺴﭙﺮﻳﺪﻥ ﻃﻲ   
 . ﺩﺭﺻﺪ ﺑﻴﻤﺎﺭﺍﻥ ﺑﻪ ﺩﻟﻴﻞ ﻋﻮﺍﺭﺽ ﻧﺎﺷﻲ  ﺍﺯ ﺍﺿﺎﻓﻪ ﻭﺯﻥ ﻣﻄﺎﻟﻌﻪ ﺭﺍ ﺗﺮﻙ ﻛﺮﺩﻧﺪ31ﻭ  ﺑﻪ ﺩﺭﻣﺎﻥ ﺍﺩﺍﻣﻪ ﺩﺍﺩﻧﺪ
 ﺭﻳﺴﭙﺮﻳﺪﻥ ﺗﻮﺳﻂ ﻫﻤﻪ ﺑﻴﻤﺎﺭﺍﻥ ﺗﺤﻤﻞ ﺷﺪ ﻭ ﺷﺎﻳﻊ ﺗﺮﻳﻦ ﺍﺛﺮ ﺟﺎﻧﺒﻲ ﺳﺪﺍﺗﻴﻮﻥ ﻭ ﺍﻓﺰﻳﺶ ﻭﺯﻥ ﺑﻮﺩ. ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﺑﻌﺪﻱ 
( 81( ﻭ )71)
ﺗﻔﺎﻭﺕ ﻣﻌﻨﻲ ﺩﺍﺭﻱ ﺩﺭ ﻓﺮﺍﻭﺍﻧﻲ ﻋﻮﺍﺭﺽ ﺟﺎﻧﺒﻲ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻥ ﻛﻪ ﺩﺭﻳﺎﻓﺖ ﺗﻨﻬﺎﻳﻲ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﻭﻛﺴﺎﻧﻲ ﻛﻪ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ 
ﺑﻪ ﻋﻼﻭﻩ ﻳﻚ ﻣﺤﺮﻙ ﻣﺼﺮﻑ ﻣﻴﻜﻨﻨﺪ ﻭﺟﻮﺩ ﺩﺍﺭﺩ ﻛﻪ ﻧﺸﺎﻥ ﻣﻴﺪﻫﺪ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ ﻋﻮﺍﺭﺽ ﻛﻤﺘﺮﻱ ﻧﺴﺒﺖ ﺑﻪ ﺩﺭﻣﺎﻥ 
( 91ﻣﻨﻔﺮﺩ ﺗﻮﺳﻂ ﺩﺍﺭﻭﻱ ﺧﻂ ﺍﻭﻝ ﺑﻪ ﺗﻨﻬﺎﻳﻲ ﻭ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﺑﻪ ﺗﻨﻬﺎﻳﻲ ﺩﺍﺭﺩ.)
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ﺷﺎﻳﻌﺘﺮﻳﻦ ﻋﻮﺍﺭﺽ ﺟﺎﻧﺒﻲ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻥ ﺗﺤﺖ ﺩﺭﻣﺎﻥ ﺑﺎ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ، ﺧﻮﺍﺏ ﺁﻟﻮﺩﮔﻲ، ﺳﺮﺩﺭﺩ، ﺳﻮء ﻫﺎﺿﻤﻪ، ﺭﻳﻨﻴﺖ،  
ﻭ ﺍﺳﺘﻔﺮﺍﻍ ﺑﻮﺩ . 
ﺑﺪﻭﻥ ﺩﺭ ﻧﻈﺮ ﮔﺮﻓﺘﻦ ﺍﺳﺘﻔﺎﺩﻩ ﻫﻢ ﺯﻣﺎﻥ ﺍﺯ ﻣﺤﺮﻙ ﻫﺎ ﺭﺳﭙﺮﻳﺪﻥ ﻛﻨﺘﺮﻝ ﺑﻴﺸﺘﺮﻱ ﺭﻭﻱ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﺭﻓﺘﺎﺭ ﻣﺨﺮﺏ 
ﻧﺴﺒﺖ ﺑﻪ ﻣﺤﺮﻙ ﻫﺎ ﺑﻪ ﺗﻨﻬﺎ ﻳﻲ ﺩﺍﺷﺖ. 
ﺭﺳﭙﺮﻳﺪﻥ ﺩﺭ ﺩﺭﻣﺎﻥ ﻛﻮﺩﻛﺎﻥ ﺩﺍﺭﺍﻱ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ  ﻛﻢ ﺗﻮﺟﻬﻲ  ﻛﻪ ﺑﻪ ﻃﻮﺭ ﻫﻢ ﺯﻣﺎﻥ ﺍﺧﺘﻼﻝ ﺩﻭ ﻗﻄﺒﻲ ﻧﻴﺰ ﺩﺍﺭﻧﺪ 
( 02ﺑﻪ ﺻﻮﺭﺕ ﻧﺴﺒﻲ  ﻋﻤﻞ ﻣﻲ ﻛﻨﺪ.)
ﺗﻔﺎﻭﺗﻲ  ﺩﺭ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ  ﺭﺳﭙﺮﻳﺪﻥ ﻭ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺩﺭ ﻛﺴﺎﻧﻲ  ﻛﻪ ﻧﺎﺗﻮﺍﻧﻲ ﺫﻫﻨﻲ  ﺩﺍﺷﺘﻨﺪ ﺑﻪ ﺧﺼﻮﺹ ﺩﺭ ﻋﻤﻠﻜﺮﺩ 
( 12ﺭﻓﺘﺎﺭﻱ ﻭ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻣﺸﺎﻫﺪﻩ ﻧﺸﺪ.)
ﺩﺭ ﻣﻄﺎﻟﻌﺎﺕ ﻣﺸﺎﺑﻪ ﻧﻴﺰ ﻛﻪ ﺍﺯ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ ﭘﺮﻭﭘﺮﺍﻧﻮﻝ ﻭ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻧﻴﺰ ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪﻩ ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩ ﻛﺎﻫﺶ 
( 22ﻋﻮﺍﺭﺽ ﻧﺎﺷﻲ ﺍﺯ ﺍﺳﺘﻔﺎﺩﻩ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺑﻪ ﺗﻨﻬﺎﻳﻲ ﻣﻴﺒﺎﺷﺪ )
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 ﻓﺼﻞ ﺳﻮﻡ
 ﺍﻫﺪﺍﻑ
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 (sevitcejbO lareneGﺍﻟﻒ-ﺍﻫﺪﺍﻑ ﺍﺻﻠﻲ ﻃﺮﺡ )
 
ﻣﻘﺎﻳﺴﻪ ﺍﻱ ﺍﺛﺮ ﺑﺨﺸﻲ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺑﺎ ﺗﺮﻛﻴﺐ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﺑﺮ ﺭﻭﻱ ﻋﻼﻳﻢ ﺍﺧﺘﻼﻝ ﺑﻴﺶ  ﺗﻌﻴﻴﻦ
  ﺳﺎﻟﻪ ﻣﺒﺘﻼ ﺑﻪ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ- ﺑﻲ ﺗﻮﺟﻬﻲ 21-6ﻓﻌﺎﻟﻲ- ﺑﻲ ﺗﻮﺟﻬﻲ ﻛﻮﺩﻛﺎﻥ 
 sevitcejbO cificepS(ﺏ-ﺍﻫﺪﺍﻑ ﻓﺮﻋﻲ ﻃﺮﺡ )
 
ﻋﻼﻳﻢ ﺑﻴﺶ  ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺗﺮﻛﻴﺐ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺭﻳﺴﭙﺮﻳﺪﻥ ﺑﺮ ﺭﻭﻱ  ﺑﺨﺸﻲﻣﻘﺎﻳﺴﻪ ﺍﺛﺮﺗﻌﻴﻴﻦ  -
 ﻭ ﻛﻢ ﺗﻮﺟﻬﻲ  ﻣﺒﺘﻼ ﺑﻪ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺳﺎﻟﻪ 21-6 ﻛﻮﺩﻛﺎﻥ ﻓﻌﺎﻟﻲ 
 
 ﻋﻼﻳﻢ ﺑﻲ ﺗﻮﺟﻬﻲﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺗﺮﻛﻴﺐ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺭﻳﺴﭙﺮﻳﺪﻥ ﺑﺮ  ﺑﺨﺸﻲ ﻣﻘﺎﻳﺴﻪ ﺍﺛﺮ ﺗﻌﻴﻴﻦ  -
 ﻭ ﻛﻢ ﺗﻮﺟﻬﻲ  ﻣﺒﺘﻼ ﺑﻪ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ  ﺳﺎﻟﻪ 21-6 ﻛﻮﺩﻛﺎﻥ 
 
  ﻋﻼﻳﻢ ﺗﻜﺎﻧﺸﻲ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺗﺮﻛﻴﺐ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺭﻳﺴﭙﺮﻳﺪﻥ ﺑﺮ ﺭﻭﻱ ﺑﺨﺸﻲﻣﻘﺎﻳﺴﻪ ﺍﺛﺮﺗﻌﻴﻴﻦ  -
 ﻭ ﻛﻢ ﺗﻮﺟﻬﻲ  ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ ﺑﻪ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ 
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 sevitcejbO deilppA(ﺝ-ﺍﻫﺪﺍﻑ ﻛﺎﺭﺑﺮﺩﻱ )
 
 ﺩﺭ ﻛﻮﺩﻛﺎﻥ ﻣﺒﺘﻼ  ﻛﻢ ﺗﻮﺟﻬﻲ  -ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ  ﺩﺭﻣﺎﻥ ﻥ ﺑﻪ ﻋﻨﻮﺍﻥﻭ ﺗﺮﻛﻴﺐ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺭﻳﺴﭙﺮﻳﺪﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ -
 ﺑﻪ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺑﻲ ﺗﻮﺟﻬﻲ ﻛﻪ ﻋﻼﻳﻢ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻭ ﺗﻜﺎﻧﺸﻲ  ﻭ ﻣﺸﻜﻼﺕ ﻣﺘﻌﺎﻗﺐ ﺍﻥ ﺭﺍ ﺩﺍﺭﻧﺪ.
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 ﻓﺼﻞ ﭼﻬﺎﺭﻡ
ﺭﻭﺵ ﺑﺮﺭﺳﻲ  
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 ﻧﻔﺮ ﺍﺯ ﻛﻮﺩﻛﺎﻥ ﺫﺑﺴﺘﺎﻧﻲ ﻣﺒﺘﻼ ﺑﻪ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺑﻲ 06 ﻛﻪ ﺑﺮ ﺭﻭﻱ ﻛﺎﺭ ﺁﺯﻣﺎﻳﻲ ﺑﺎﻟﻴﻨﻲ ﺗﺼﺎﺩﻓﻲ ﻳﻚ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ
 ﺩﺭ ﺩﺭﻣﺎﻧﮕﺎﻩ ﺭﻭﺍﻧﭙﺰﺷﻜﻲ ﺑﻴﻤﺎﺭﺳﺘﺎﻥ ﻗﺪﺱ ﻗﺰﻭﻳﻦ ﺍﻧﺠﺎﻡ ﺷﺪ.ﺍﻓﺮﺍﺩ ﺷﺮﻛﺖ ﻛﻨﻨﺪﻩ ﺑﻪ ﺻﻮﺭﺕ ﻛﺎﻣﻼ ﺗﺼﺎﺩﻓﻲ ﺗﻮﺟﻬﻲ 
 ﺩﺭ  ﺩﺭ ﺩﻭﮔﺮﻭﻩ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻨﺪ
 ﺭﺩﻧﺪ:ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺑﻪ ﺗﻨﻬﺎ ﻳﻲ ﻣﺼﺮﻑ ﻣﻴﻚ    )ﮔﺮﻭﻩ ﺷﺎﻫﺪ(ﮔﺮﻩ ﺍﻭﻝ
  ﻛﺮﺩﻧﺪ: ﺍﺯ ﺗﺮﻛﻴﺐ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺭﺳﭙﺮﻳﺪﻥ ﺑﺎﻫﻢ ﺍﺳﺘﻔﺎﺩﻩ ﻣﻲ )ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ(ﮔﺮﻭﻩ ﺩﻭﻡ 
 ﺑﺮﺍﻱ ﺑﺮﺍﻭﺭﺩ ﺣﺠﻢ ﻧﻤﻮﻧﻪ ﺍﺯ ﺭﺍﺑﻄﻪ ﺯﻳﺮ ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪ
 ﺍﻧﺪﺍﺯﻩ ﮔﻴﺮﻱ ﺣﺠﻢ ﻧﻤﻮﻧﻪ:
 22 = 2)3(2)5( × 2)48.0 + 69.1( = 2)0𝜇𝜇 − 1𝜇𝜇(2𝜎𝜎 × 2) 𝛽𝛽−1𝑍𝑍 + �2 𝛼𝛼−1𝑍𝑍( = 𝑛𝑛
 
( ﺑﻮﺩﻩ ﺍﺳﺖ. ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ﺍﻳﻦ 0-42 )2/3 ﻭ 6ﻣﻴﺎﻧﮕﻴﻦ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻗﺒﻞ ﻭ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ ﺑﺘﺮﺗﻴﺐ ﻋﺒﺎﺭﺗﻨﺪ ﺍﺯ 
  ﻧﻔﺮ ﺩﺭ ﻫﺮ ﮔﺮﻭﻩ ﻭﺍﺭﺩ ﻣﻄﺎﻟﻌﻪ ﻣﻲ ﮔﺮﺩﻧﺪ.52 ﻣﻲ  ﺑﺎﺷﺪ. ﺑﺮ ﺍﻳﻦ ﺍﺳﺎﺱ ﺗﻌﺪﺍﺩ 1/1 ﻭ 2/3ﺷﺎﺧﺺ ﻧﻴﺰ ﺑﺘﺮﺗﻴﺐ 
 
 ﺭﻭﺍﻥ ﭘﺰﺷﻜﻲ  ﺑﻴﻤﺎﺭﺳﺘﺎﻥ ﻩ ﺑﻪ ﺩﺭﻣﺎﻧﮕﺎﻩﻣﺮﺍﺟﻌﻪ ﻛﻨﻨﺪDHDA   ﺳﺎﻟﻪ ﻣﺒﺘﻼ ﺑﻪ 21 ﺗﺎ 6 ﻛﻮﺩﻙ  06ﺩﺭ ﺍﻳﻦ ﭘﮋﻭﻫﺶ 
 .ﻗﺪﺱ ﺷﻬﺮ ﻗﺰﻭﻳﻦ ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ  ﻗﺮﺍﺭ ﮔﺮﻓﺘﻨﺪ
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 ﺗﻤﺎﻡ ﺁﺯﻣﻮﺩﻧﻲ ﻫﺎ ﺑﺮ ﺍﺳﺎﺱ ﻣﺼﺎﺣﺒﻪ ﺑﺎﻟﻴﻨﻲ ﺩﻗﻴﻖ ﻛﻮﺩﻙ ﻫﻤﭽﻨﻴﻦ ﭘﺪﺭ ﻳﺎ ﻣﺎﺩﺭ ﺗﻮﺳﻂ ﻓﻮﻕ ﺗﺨﺼﺺ ﺭﻭﺍﻥ ﭘﺰﺷﻜﻲ  
ﻧﻮﻉ ﮔﺰﺍﺭﺵ ﻭﺍﻟﺪﻳﻦ ﺑﻪ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻛﻢ ﺗﻮﺟﻬﻲ ﻣﺒﺘﻼ     ﻭ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯVI-MSD   ﺑﺎﺍﻃﻔﺎﻝ ﻣﻄﺎﺑﻖ
 )82( .ﻭﺍﻟﺪﻳﻦ ﺭﺿﺎﻳﺖ ﻧﺎﻣﻪ ﻛﺘﺒﻲ ﺑﺮﺍﻱ ﺍﻧﺠﺎﻡ ﭘﮋﻭﻫﺶ ﺭﺍ ﭘﺮ ﻧﻤﻮﺩﻧﺪ ﭘﻴﺶ ﺍﺯ ﺷﺮﻭﻉ ﭘﮋﻭﻫﺶ ﺑﻮﺩﻧﺪ
  :ﻣﻌﻴﺎﺭ ﻫﺎﻱ ﻭﺭﻭﺩ ﺑﻪ ﻣﻄﺎﻟﻌﻪ
  ﺳﺎﻝ21 ﺗﺎ 6  ﻛﻮﺩﻙ ﺳﻦ.1
  ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﻛﻢ ﺗﻮﺟﻬﻲDHDAﺍﺑﺘﻼ ﺑﻪ ﺍﺧﺘﻼﻝ . 2
  ﻫﻤﺮﺍﻩ ﻫﻤﺎﻧﻨﺪ ﺍﺧﺘﻼﻝ ﺩﻭﻗﻄﺒﻲ ﺭﻭﺍﻧﭙﺰﺷﻜﻲ ﺕ ﺍﺧﺘﻼﻻ ﺳﺎﻳﺮ ﻧﺪﺍﺷﺘﻦ. 3
 ﻋﻘﺐ ﻣﺎﻧﺪﮔﻲ ﺫﻫﻨﻲ . ﻧﺪﺍﺷﺘﻦ 4
 ﻧﺪﺍﺷﺘﻦ ﺑﻴﻤﺎﺭﻱ ﺟﺴﻤﻲ  ﺑﻪ ﺧﺼﻮﺹ ﺗﺸﻨﺞ . 5
  ﺩﻳﮕﺮﻋﺪﻡ ﻣﺼﺮﻑ ﺩﺍﺭﻭﻱ .6
  ﻣﻌﻴﺎﺭ ﻫﺎﻱ ﺧﺮﻭﺝ ﺍﺯ ﻣﻄﺎﻟﻌﻪ 
  (ﻋﺪﻡ ﻣﺮﺍﺟﻪ ﺑﻌﺪﻱ ﺑﻪ ﺩﺭﻣﺎﻧﮕﺎﻩ1
  ﺩﻡ ﻣﺮﺍﺟﻌﻪ ﺑﻪ ﺩﺭﻣﺎﻧﮕﺎﻩﻉﻧﺪﺍﺷﺘﻦ ﺗﻠﻔﻦ ﺗﻤﺎﺱ ﺩﺭ ﺻﻮﺭﺕ (2
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 ﺍﺯ ﺗﺮﻛﻴﺐ ﺭﻳﺘﺎﻟﻴﻦ ﻭ ﺭﻳﺴﭙﺮﻳﺪﻥ 2 ﺭﻳﺘﺎﻟﻴﻦ ﻭ ﮔﺮﻭﻩ1ﺗﻘﺴﻴﻢ ﺷﺪﻧﺪ ﮔﺮﻩ 2ﻭ 1ﺍﻓﺮﺍﺩ ﺑﻪ ﻃﻮﺭ ﺗﺼﺎﺩﻓﻲ ﺑﻪ ﺩﻭ ﮔﺮﻭﻩ 
ﻧﺮﺯ ﻭﺍﻟﺪﻳﻦ ﻗﺮﺍﺭ ﺍﺳﻲ  ﻭ ﭘﻴﮕﻴﺮﻱ ﺗﻮﺳﻂ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻙﺭ ﻣﻮﺭﺩ ﺑﺮﺳﻪ ﻣﺎﻩ ﻭ ﺳﭙﺲ ﻳﻚ ﻣﺎﻩﺩ ﺍﺯ ﻉﻭ ﺳﭙﺲ ﺏﻛﺮﺩﻧﺪﺍﺳﺘﻔﺎﺩﻩ 
 ﻣﻲ ﮔﺮﻓﺘﻨﺪ.
ﭘﺎﺳﺦ ﺩﺍﺩﻩ ﻣﻴﺸﻮﺩ (ﺗﺎ ﺳﻪ)ﺧﻴﻠﻲ  ﺯﻳﺎﺩ( 0 ﮔﻮﻳﻪ ﺩﺍﺭﺩ ﻛﻪ ﺭﻭﻱ ﻣﻘﻴﺎﺱ ﻟﻴﻜﺮﺕ ﭼﻬﺎﺭ ﺩﺭﺟﻪ ﻫﺮﮔﺰ)72ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ 
 ﺳﻮﺍﻝ ﻣﺮﺑﻮﻁ ﺑﻪ ﺗﻜﺎﻧﺸﻲ 3 ﺳﻮﺍﻝ ﻧﺎﻓﺮﻣﺎﻧﻲ ﻭ ﻟﺠﺒﺎﺯﻱ ﻭ 3 - ﺳﻮﺍﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ 9 - ﺳﻮﺍﻝ ﻣﺮﺑﻮﻁ ﺑﻪ ﺑﻲ ﺗﻮﺟﻬﻲ21. 
 . ﺑﻮﺩ02 ﺩﺳﺖ ﻛﻢ ﺑﺮﺍﻱ ﻭﺭﻭﺩ ﺑﻪ ﻣﻄﺎﻟﻌﻪ ◌ٴ ﻭ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻣﻲ ﺑﺎﺷﺪ ﻛﻪ ﻧﻤﺮﻩ
 ﻭ ﻣﻮﺭﺩ ﺍﺭﺯﻳﺎﺑﻲ61 ssps ﺗﻮﺳﻂ ﻧﺮﻡ ﺍﻓﺰﺍﺭﻭ ﺍﻃﻼﻋﺎﺕ  ﺗﻜﻤﻴﻞ ﭘﺮﺳﺶ ﻧﺎﻣﻪ ﺗﻮﺿﻴﺢ ﺩﺍﺩﻩ ﺷﺪ. ◌ٴ ﺑﻪ ﻭﺍﻟﺪﻳﻦ ﺷﻴﻮﻩ
 . ﻗﺮﺍﺭ ﮔﺮﻓﺖﺗﺤﻠﻴﻞ
 . ﺍﺳﺎﺱ ﻣﺸﺎﻫﺪﻩ ﻭ ﻣﺼﺎﺣﺒﻪ ﻭ ﭘﺮﺳﺶ ﻧﺎﻣﻪ ﺍﺳﺖ ﺭﺁﻭﺭﻱ ﺍﻃﻼﻋﺎﺕ ﺏﻉ ﺟﻢ
ﻓﻨﻴﺪﻳﺖ ﻭ ﺭﻳﺴﭙﺮﻳﺪﻥ ﻣﺘﻐﻴﻴﺮﻫﺎﻱ ﻣﻮﺭﺩ ﺳﻨﺠﺶ ﺩﺭ ﺍﻳﻦ ﭘﮋﻭﻫﺶ ﺷﺎﻣﻞ ﻣﺘﻐﻴﻴﺮ ﻣﺴﺘﻘﻞ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺗﺮﻛﻴﺐ ﻣﺘﻴﻞ 
ﻧﺶ ﮔﺮﻱ ﺍﺳﺖ ﻛﻪ ﺑﻪ ﺍﻛﻪ ﺑﻪ ﺻﻮﺭﺕ ﻛﻤﻲ  ﭘﻴﻮﺳﺘﻪ ﺍﺳﺖ  ﻭ ﻣﺘﻐﻴﺮ ﻭﺍﺑﺴﺘﻪ ﺷﺎﻣﻞ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻭ ﺑﻲ  ﺗﻮﺟﻬﻲ  ﻭ ﺗﻚ
ﺑﻮﺩ ﻛﻪ ﻣﻮﺭﺩ ﺗﺠﺰﻳﻪ ﻭ ﺗﺤﻠﻴﻞ  ﺭﺗﺒﻪ ﺍﻱ)ﺑﺪﻟﻴﻞ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺑﺮ ﺍﺳﺎﺱ ﻃﺮﺡ ﻟﻴﻜﺮﺕ( ﺻﻮﺭﺕ ﻛﻴﻔﻲ  
 ﻗﺮﺍﺭ ﮔﺮﻓﺖ 
 ﻳﺞ ﺑﻪ ﺩﺳﺖ ﺁﻣﺎﺩﻩ ﺩﺭ ﺟﺪﻭﻝ ﺗﻮﺯﻳﻊﺍﻧﺖﺁﻣﺎﺭﻱ، ﺗﻮﺻﻴﻔﻲ ﻭ ﺍﺳﺘﻨﺒﺎﻃﻲ ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪ.  ﺑﺮﺍﻱ ﺍﻳﻦ ﻣﻨﻈﻮﺭ ﺍﺯ ﺭﻭﺵ ﻫﺎﻱ 
 ﻓﺮﺍﻭﺍﻧﻲ ﻫﻤﺮﺍﻩ ﺑﺎ ﻣﻴﺎﻧﮕﻴﻦ ﻭ ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ﺗﻮﺻﻴﻒ ﺷﺪ. 
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 : ﺗﻮﺯﻳﻊ ﺳﻮﺍﻻﺕ ﭘﺮﺳﺸﻨﺎﻣﻪ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺗﻔﻜﻴﻚ ﻋﻼﻳﻢ4-1ﺟﺪﻭﻝ 
 ﺳﻮﺍﻻﺕ ﺗﻔﻜﻴﻚ ﻋﻼﻳﻢ
 52ﻭ12ﻭ91ﻭ71ﻭ51ﻭ31ﻭ21ﻭ01ﻭ8ﻭ5ﻭ3ﻭ1 ﺑﻲ ﺗﻮﺟﻬﻲ
 72ﻭ62ﻭ32ﻭ32ﻭ22ﻭ81ﻭ41ﻭ9ﻭ7ﻭ4ﻭ9 ﺑﻴﺶ ﻓﻌﺎﻟﻲ
 42ﻭ02ﻭ6 ﻧﺎﻓﺮﻣﺎﻧﻲ ﻭﻟﺠﺒﺎﺯﻱ
 61ﻭ11ﻭ2 ﺗﻜﺎﻧﺸﻲ ﻭ ﭘﺮﺧﺎﺷﮕﺮﻱ
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  4-2ﺟﺪﻭﻝ ﻣﺘﻐﻴﺮ ﻫﺎ
 ﻣﻘﻳﺎﺱ ﺗﻌﺭﻳﻑ ﻋﻠﻣﯽ ﮐﻳﻔﯽ ﮐﻣﯽ ﻭﺍﺑﺳﺗﻪ ﻣﺳﺗﻘﻝ ﻋﻧﻭﺍﻥ ﻣﺗﻐﻳﺭ
 ﺭﺗﺒﻪ ﺍﻱ ﺍﺳﻣﯽ ﮔﺳﺳﺗﻪ ﭘﻳﻭﺳﺗﻪ
ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﻛﻢ 
 ﺗﻮﺟﻬﻲ
ﻧﻮﻋﻲ ﺍﺧﺘﻼﻝ ﺭﻓﺘﺎﺭﻱ ﺷﺎﻳﻊ ﺍﺳﺖ ﻛﻪ ﺩﺭ   *    *
ﻛﻮﺩﻛﺎﻥ ﻭ ﻧﻮﺟﻮﺍﻧﺎﻥ ﺑﻪ ﺻﺪ  ﺩﺭ01ﺗﺎ   8
 ﺁﻥ ﻣﺒﺘﻼ ﻫﺴﺘﻨﺪ
-DHDA
 gnitaR
 ﻭ elacS
 VI MSD
 
 ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ
ﺍﺯ ﮔﺮﻭﻩ ﺁﻣﻔﺘﺎﻣﻴﻦ ﻫﺎﺳﺖ ﺧﻂ ﺍﻭﻝ ﺩﺭﻣﺎﻥ     *  *
 ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﻛﻢ ﺗﻮﺟﻬﻲ ﺍﺳﺖ
ﻣﻴﻠﻲ ﮔﺮﻡ ﺩﺭ 
 ﺭﻭﺯ
 
 ﺭﻳﺴﭙﺮﻳﺪﻭﻥ
ﺟﺰ ﺩﺍﺭﻭﻱ ﺁﻧﺘﻲ ﺳﺎﻳﻜﻮﺗﻴﻚ ﺁﺗﻴﭙﻴﻚ ﻛﻪ     *  *
ﻛﺎﺭﺑﺮﺩ ﺍﺻﻠﻲ ﺁﻥ ﺩﺭ ﺩﺭﻣﺎﻥ ﺍﺳﻜﻴﺰﻭﻓﺮﻧﻲ 
 ﻭﺍﺧﺘﻼﻝ ﺩﻭ ﻗﻄﺒﻲ ﺍﺳﺖ
ﻣﻴﻠﻲ ﮔﺮﻡ ﺩﺭ 
 ﺭﻭﺯ
 
 ﭘﺮﺧﺎﺷﮕﺮﻱ
     * 
 *
ﺭﻓﺘﺎﺭﻱ ﻛﻪ ﻣﻮﺟﺐ ﺁﺯﺍﺭ ﻭ ﺍﺫﻳﺖ ﺩﻳﮕﺮﺍﻥ 
ﻣﻴﺸﻮﺩ ﻛﻪ ﻗﺼﺪ ﺁﻥ ﺻﺪﻣﻪ ﺑﻪ ﺟﺴﻢ ﻭ 
 ﺭﻭﺍﻥ ﻓﺮﺩ ﺩﻳﮕﺮ ﺍﺳﺖ
 ﭘﺮﺳﺸﻨﺎﻣﻪ
 ﻛﺎﻧﺮﺯ
ﻋﺪﻡ ﺩﺍﺷﺘﻦ ﺗﻤﺮﻛﺰ ﺩﺭ ﺍﻧﺠﺎﻡ ﻭﻇﺎﻳﻒ ﻭ  *    *  ﺑﻲ ﺗﻮﺟﻬﻲ
 ﺗﻜﺎﻟﻴﻒ
 ﭘﺮﺳﺸﻨﺎﻣﻪ
 ﻛﺎﻧﺮﺯ
 
 ﺗﻜﺎﻧﺸﻲ
     * 
 *
ﺣﺎﻟﺘﻲ ﻛﻪ ﭘﻴﻮﺳﺘﻪ ﻓﺮﺩ ﺑﺎ ﺍﻓﻜﺎﺭ ﺟﺪﻳﺪ 
ﻣﻮﺍﺟﻪ ﻣﻴﺸﻮﺩ ﻭﺑﺪﻥ ﺩﺭﻧﮓ ﺑﻪ ﺁﻥ ﻋﻤﻞ 
 ﻣﻴﻜﻨﺪ
 ﭘﺮﺳﺸﻨﺎﻣﻪ
 ﻛﺎﻧﺮﺯ
 ﭘﺮﺳﺸﻨﺎﻣﻪ ﻋﺪﻡ ﺍﺟﺮﺍﻱ ﺩﺳﺘﻮﺭﺍﺕ ﺗﻌﻴﻴﻦ ﺷﺪﻩ  *    *  ﻧﺎﻓﺮﻣﺎﻧﻲ
 ﻛﺎﻧﺮﺯ
 
 
     * 
 *
ﻳﻚ ﻧﻮﻉ ﺭﻓﺘﺎﺭ ﻭ ﻭﺍﻛﻨﺶ ﻧﺎ ﻣﻄﻠﻮﺏ ﻛﻪ 
ﺧﻮﺩ ﺭﺍ ﺑﺼﻮﺭﺕ ﻧﺎﺳﺰﺍ ﮔﻔﺘﻦ ﮔﺮﻳﻪ ﻛﺮﺩﻥ 
 ﭘﺮﺳﺸﻨﺎﻣﻪ
 ﻛﺎﻧﺮﺯ
 73
 
 ﻓﺮﻳﺎﺩ ﻛﺸﻴﺪﻥ ﻭ...ﺧﻮﺩﺵ ﺭﺍ ﻧﺸﺎﻥ ﻣﻴﺪﻫﺪ ﻟﺠﺒﺎﺯﻱ
 ﺳﺎﻝ ﺳﺎﻝ ﻫﺎﻱ ﺣﻴﺎﺕ ﻳﻚ ﻓﺮﺩ    *  * ﺳﻦ
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 ﻓﺼﻞ ﭘﻨﺠﻢ
 ﻳﺎﻓﺘﻪ ﻫﺎ
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 ﻧﻔﺮ ﺍﺯ ﻛﻮﺩﻛﺎﻥ ﺫﺑﺴﺘﺎﻧﻲ ﻣﺒﺘﻼ ﺑﻪ ﺍﺧﺘﻼﻝ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺑﻲ 06 ﻛﻪ ﺑﺮ ﺭﻭﻱ ﻛﺎﺭ ﺁﺯﻣﺎﻳﻲ ﺑﺎﻟﻴﻨﻲ ﺗﺼﺎﺩﻓﻲ ﻳﻚ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ
 ﺩﺭ ﺩﺭﻣﺎﻧﮕﺎﻩ ﺭﻭﺍﻧﭙﺰﺷﻜﻲ ﺑﻴﻤﺎﺭﺳﺘﺎﻥ ﻗﺪﺱ ﻗﺰﻭﻳﻦ ﺍﻧﺠﺎﻡ ﺷﺪ.ﺍﻓﺮﺍﺩ ﺷﺮﻛﺖ ﻛﻨﻨﺪﻩ ﺑﻪ ﺻﻮﺭﺕ ﻛﺎﻣﻼ ﺗﺼﺎﺩﻓﻲ ﺗﻮﺟﻬﻲ 
 ﺩﺭ  ﺩﺭ ﺩﻭﮔﺮﻭﻩ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻨﺪ
 ﺭﺩﻧﺪﮔﺮﻩ ﺍﻭﻝ:ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺑﻪ ﺗﻨﻬﺎ ﻳﻲ ﻣﺼﺮﻑ ﻣﻴﻚ
ﺩﺭ ﻫﺮ ﻛﺪﺍﻡ ﺍﺯ ﺩﻭ ﮔﺮﻭﻩ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﮔﺮﻩ ﻛﺮﺩﻧﺪﮔﺮﻭﻩ ﺩﻭﻡ : ﺍﺯ ﺗﺮﻛﻴﺐ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﻭ ﺭﺳﭙﺮﻳﺪﻥ ﺑﺎﻫﻢ ﺍﺳﺘﻔﺎﺩﻩ ﻣﻲ
 ﻛﻮﺩﻙ ﺍﺯ 4 ﻭ   ﻛﻮﺩﻙ ﺍﺯ ﮔﺮﻭﻩ ﺍﻭﻝ3 ﻣﻄﺎﻟﻌﻪ ﻛﻪ ﻃﻲ  ﺩﻛﻮﺩﻙ ﻭﺍﺭﺩ ﺷﺪﻥ 03ﻓﻨﻴﺪﻳﺖ ﻭ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﺗﺮﻛﻴﺐ ﻣﺘﻴﻞ 
  . ﻫﻤﻜﺎﺭﻱ ﻭﺍﻟﺪﻳﻦ ﺩﺭ ﺗﻜﻤﻴﻞ ﭘﺮﺳﺶ ﻧﺎﻣﻪ ﺍﺯ ﻣﻄﺎﻟﻌﻪ ﺣﺬﻑ ﺷﺪﻧﺪﻋﺪﻡﮔﺮﻩ ﺩﻭﻡ ﺑﻪ ﻋﻠﺖ 
  ﺍﻓﺮﺍﺩ ﺷﺮﻛﺖ ﻛﻨﻨﺪﻩ ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﺭﺍ ﻧﺸﺎﻥ ﻣﻴﺪﻫﺪ ﺗﻮﺯﻳﻊ ﺳﻨﻲ-1-4ﺟﺪﻭﻝ 
 
  ﻣﻘﺎﻳﺴﻪ ﻣﻴﺎﻧﮕﻴﻦ ﺳﻦ ﺑﻴﻤﺎﺭﺍﻥ ﺷﺮﻛﺖ ﻛﻨﻨﺪﻩ ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ.4-1ﺟﺪﻭﻝ 
ﻣﺪﺍﺧﻠﻪ )ﻣﻴﺎﻧﮕﻴﻦ ﻭ  
 ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ(
ﻛﻨﺘﺮﻝ )ﻣﻴﺎﻧﮕﻴﻦ ﻭ 
 ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ(
 eulav-p
 18.0 8.1+3.8 8.1+4.8 ﺳﻦ
 
  
 eulav p( ﺗﻮﺯﻳﻊ ﺳﻨﻲ  ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ ﺗﻔﺎﻭﺕ ﻣﻌﻨﻲ  ﺩﺍﺭﻱ ﻧﺪﺍﺷﺘﻪ ﺍﺳﺖ ﻣﺸﺎﻫﺪﻩ ﻣﻴﺸﻮﺩ1-4ﻫﻤﺎﻧﻄﻮﺭ ﻛﻪ ﺩﺭ ﺟﺪﻭﻝ 
 )18.0 =
 04
 
   ﻧﻤﻮﺩﺍﺭ ﻣﻴﺎﻧﮕﻴﻦ ﻛﻠﻲ ﻧﻤﺮﻩ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺭﺍ ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ ﻭ ﺷﺎﻫﺪ ﻣﺸﺎﻫﺪﻩ ﻣﻲ ﻛﻨﻴﻢ2-4ﺩﺭ ﺟﺪﻭﻝ 
 ﻧﻤﺮﻩ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ   ﻣﻘﺎﻳﺴﻪ ﻣﻴﺎﻧﮕﻴﻦ ﻛﻠﻲ.2-4ﺟﺪﻭﻝ 
 eulav-p ﻛﻨﺘﺮﻝ  ﻣﺪﺍﺧﻠﻪ  
ﺍﻧﺤﺮﺍﻑ  ﻣﻴﺎﻧﮕﻴﻦ
 ﻣﻌﻴﺎﺭ
ﺍﻧﺤﺮﺍﻑ  ﻣﻴﺎﻧﮕﻴﻦ
 ﻣﻌﻴﺎﺭ
ﻣﺠﻤﻮﻉ ﻧﻤﺮﺍﺕ 
 ﻗﺒﻞ ﻣﺪﺍﺧﻠﻪ 
 9.0 7.11 2.45 3.01 1.45
ﻣﺠﻤﻮﻉ ﻧﻤﺮﺍﺕ 
  ﻫﻔﺘﻪ ﺑﻌﺪ4
 54.0 4.21 3.53 9.9 2.33
ﻣﺠﻤﻮﻉ ﻧﻤﺮﺍﺕ  
  ﻫﻔﺘﻪ ﺑﻌﺪ21
 70.0 8.7 3.91 1.6 4.61
 620.0 30.0 eulav-p
 
 
 
ﻧﺮﺯ ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ ﺍﺷﺪﺕ ﺑﻴﻤﺎﺭﻱ ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻙ ﻣﺸﺎﻫﺪﻩ ﻣﻴﺸﻮﺩ2-4 ﻫﻤﺎﻧﻄﻮﺭ ﻛﻪ ﺩﺭ ﺟﺪﻭﻝ 
 ﻫﻔﺘﻪ ﻋﻼﺋﻢ ﻛﻠﻲ  21ﺩﺭ ﻫﺮ ﺩﻭ ﮔﺮﻭﻩ ﭘﺲ ﺍﺯ ﮔﺬﺷﺖ  ﺑﻴﻨﻴﻢ)9.0= eulav p(. ﺗﻔﺎﻭﺕ ﻣﻌﻨﻲ  ﺩﺍﺭﻱ ﻧﺪﺍﺷﺘﻪ ﺍﺳﺖ
 p( ﻭ ﺩﺭ ﮔﺮﻭﻩ ﺩﻭﻡ)30.0 = eulav p(ﺍﺧﺘﻼﻝ ﺑﻪ ﺻﻮﺭﺕ ﻣﻌﻨﻲ  ﺩﺍﺭﻱ ﻛﺎﻫﺶ ﭘﻴﺪﺍ ﻛﺮﺩﻩ ﺍﺳﺖ ﻛﻪ ﺩﺭ ﮔﺮﻩ ﺍﻭﻝ
 ﺩﺭ ﻣﻘﺎﻳﺴﻪ ﺑﺎ ﺭﻭﺯ ﺍﻭﻝ ﻭ ﻗﺒﻞ ﻣﺪﺍﺧﻠﻪ 21 ﻭ 4 ◌ٴ ﺭ ﺯﻣﺎﻥ ﺩﺭ ﻫﻔﺘﻪﺍ ﺍﺛﺮ ﻣﻌﻨﻲ  ﺩﻩ ﻛﻪ ﻧﺸﺎﻥ ﺩﻫﻨﺪ)620.0 = eulav
 14
 
 = eulav p( ۲۱ ﻭ )54.0 = eulav p(4 ﻛﺎﻫﺶ ﻋﻼﺋﻢ ﺩﺭ ﮔﺮﻭﻩ ﺍﻭﻝ ﻭ ﺩﻭﻡ ﺩﺭ ﻫﻔﺘﻪ ﻫﺎﻱ .ﻣﻲ ﺑﺎﺷﺪ
 ﺩﺭ  ﻧﺴﺒﺖ ﺑﻪ ﻫﻢ ﺗﻔﺎﻭﺕ ﻣﻌﻨﻲ  ﺩﺍﺭﻱ ﻧﺪﺍﺷﺘﻪ ﺍﺳﺖ ﻭ ﺑﻴﺎﻧﮕﺮ ﺑﻬﺒﻮﺩ ﻋﻼﺋﻢ ﺩﺭ ﻫﺮ ﺩﻭ ﮔﺮﻭﻩ ﺑﺎ ﮔﺬﺭ ﺯﻣﺎﻥ ﺑﺪﻭﻥ)70.0
 .4-2 ﺟﺪﻭﻝ .ﻧﻈﺮ ﮔﺮﻓﺘﻦ ﻋﻤﻞ ﻣﺪﺍﺧﻠﻪ ﻣﻲ ﺑﺎﺷﺪ
   ﺭﺍ ﻣﺸﺎﻫﺪﻩ ﻣﻲ ﻛﻨﻴﻢﻣﻘﺎﻳﺴﻪ ﻣﻴﺎﻧﮕﻴﻦ ﻧﻤﺮﻩ ﺑﻲ ﺗﻮﺟﻬﻲ  ﺑﺮﺍﺳﺎﺱ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ3- 4ﺩﺭ ﺟﺪﻭﻝ 
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  ﻣﻘﺎﻳﺴﻪ ﻣﻴﺎﻧﮕﻴﻦ ﻧﻤﺮﻩ ﺑﻲ ﺗﻮﺟﻬﻲ  ﺑﺮﺍﺳﺎﺱ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ3-4ﺟﺪﻭﻝ
 eulav-p ﻛﻨﺘﺮﻝ  ﻣﺪﺍﺧﻠﻪ  
ﺍﻧﺤﺮﺍﻑ  ﻣﻴﺎﻧﮕﻴﻦ
 ﻣﻌﻴﺎﺭ
ﺍﻧﺤﺮﺍﻑ  ﻣﻴﺎﻧﮕﻴﻦ
 ﻣﻌﻴﺎﺭ
ﺑﻲ ﺗﻮﺟﻬﻲ ﻗﺒﻞ 
 ﻣﺪﺍﺧﻠﻪ 
 71.0 3.8 4.52 0.8 7.12
ﺑﻲ ﺗﻮﺟﻬﻲ 
  ﻫﻔﺘﻪ ﺑﻌﺪ4
 12.0 3.7 5.61 3.6 6.41
  21ﺑﻲ ﺗﻮﺟﻬﻲ
 ﻫﻔﺘﻪ ﺑﻌﺪ
 70.0 8.5 1.11 1.4 5.8
 
 ﺑﻲ  ﺗﻮﺟﻬﻲ  ﺩﺭ ﮔﺮﻭﻩ ﺍﻭﻝ ﻭ ﺩﻭﻡ ﻧﺴﺒﺖ ﺑﻪ  ﻛﺎﻫﺶﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺗﻔﻜﻴﻚ ﻋﻼﺋﻢ ﻣﻲ ﺑﻴﻨﻴﻢ 3-4 ﻫﻤﺎﻧﻄﻮﺭ ﻛﻪ ﺩﺭ ﺟﺪﻭﻝ 
  . ﺗﻔﺎﻭﺕ ﻣﻌﻨﻲ ﺩﺍﺭﻱ ﻧﺪﺍﺷﺘﻪ ﺍﺳﺖ )70.0 = eulav p(  21ﻭ ﻫﻔﺘﻪ  )12.0 eulav p(  4ﻫﻔﺘﻪ  ﻫﻢ
 
 ﻣﻴﺎﻧﮕﻴﻦ ﻧﻤﺮﻩ ﺑﻴﺶ ﻓﻌﺎﻟﻲ   ﺑﺮﺍﺳﺎﺱ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ ﺭﺍ ﻣﺸﺎﻫﺪﻩ ﻣﻲ ﻛﻨﻴﻢ 4-4 ﺩﺭ ﺟﺪﻭﻝ 
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 ﻣﻘﺎﻳﺴﻪ ﻣﻴﺎﻧﮕﻴﻦ ﻧﺘﺎﻳﺞ ﺑﺮ ﺍﺳﺎﺱ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺑﻪ ﺗﻔﻜﻴﻚ ﻋﻼﻳﻢ)ﺑﻴﺶ ﻓﻌﺎﻟﻲ( 4-4ﺟﺪﻭﻝ 
 eulav-p ﻛﻨﺘﺮﻝ  ﻣﺪﺍﺧﻠﻪ  
ﺍﻧﺤﺮﺍﻑ  ﻣﻴﺎﻧﮕﻴﻦ
 ﻣﻌﻴﺎﺭ
 ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ﻣﻴﺎﻧﮕﻴﻦ
ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻗﺒﻞ 
 ﻣﺪﺍﺧﻠﻪ
 38.0 9.4 1.02 4.4 8.91
 4ﺑﻴﺶ ﻓﻌﺎﻟﻲ 
 ﻫﻔﺘﻪ ﺑﻌﺪ
 97.0 5.4 7.21 4 4.21
 21ﺑﻴﺶ ﻓﻌﺎﻟﻲ 
 ﻫﻔﺘﻪ ﺑﻌﺪ
 51.0 7.3 4.7 9.2 4.6
 
 
 
ﺭ ﺍ ﺗﻔﺎﻭﺕ ﻣﻌﻨﻲ  ﺩ   )51.0 = eulav p(  21ﻭ ﻫﻔﺘﻪ  )97.0 eulav p(  4ﻫﻔﺘﻪ   ﺩﺭﻛﺎﻫﺶ ﺑﻴﺶ ﻓﻌﺎﻟﻲ  ﻧﻴﺰ
  ﺟﺪﻭﻝ.ﻧﺪﺍﺷﺘﻪ ﺍﺳﺖ ﺩﺭ ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ ﻭ ﮔﺮﻭﻩ ﻛﻨﺘﺮﻝ ﺑﻪ ﻃﻮﺭ ﻧﺴﺒﻲ  ﺑﻪ ﻳﻚ ﻧﺴﺒﺖ ﻛﺎﻫﺶ ﭘﻴﺪﺍ ﻛﺮﺩﻩ ﺍﺳﺖ
 
 ﻣﻴﺎﻧﮕﻴﻦ ﻧﺘﺎﻳﺞ ﺑﺮ ﺍﺳﺎﺱ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺑﻪ ﺗﻔﻜﻴﻚ ﻋﻼﻳﻢ)ﻧﺎﻓﺮﻣﺎﻧﻲ( ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ ﺑﺎ ﻫﻢ ﻣﻘﺎﻳﺴﻪ 5-4ﺩﺭ ﺟﺪﻭﻝ 
 ﺷﺪﻩ ﺍﺳﺖ
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  ﻣﻘﺎﻳﺴﻪ ﻣﻴﺎﻧﮕﻴﻦ ﻧﺘﺎﻳﺞ ﺑﺮ ﺍﺳﺎﺱ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺑﻪ ﺗﻔﻜﻴﻚ ﻋﻼﻳﻢ)ﻧﺎﻓﺮﻣﺎﻧﻲ(5-4ﺟﺪﻭﻝ  
 
 eulav-p ﻛﻨﺘﺮﻝ  ﻣﺪﺍﺧﻠﻪ  
ﺍﻧﺤﺮﺍﻑ  ﻣﻴﺎﻧﮕﻴﻦ
 ﻣﻌﻴﺎﺭ
ﺍﻧﺤﺮﺍﻑ  ﻣﻴﺎﻧﮕﻴﻦ
 ﻣﻌﻴﺎﺭ
ﻧﺎﻓﺮﻣﺎﻧﻲ ﻗﺒﻞ 
 ﻣﺪﺍﺧﻠﻪ 
 71.0 9.1 8.5 1.2 6.6
ﻫﻔﺘﻪ 4ﻧﺎﻓﺮﻣﺎﻧﻲ 
 ﺑﻌﺪ
 90.0 1.2 3.3 5.1 2.3
ﻧﺎﻓﺮﻣﺎﻧﻲ 
  ﻫﻔﺘﻪ ﺑﻌﺪ21
 70.0 6.1 8.1 8.0 4.1
 
 = eulav p(  21ﻭ ﻫﻔﺘﻪ  )90.0 eulav p(  4ﻫﻔﺘﻪ  ﺩﺭ ﻛﺎﻫﺶ ﻋﻼﻣﺖ ﻧﺎﻓﺮﻣﺎﻧﻲ ﻧﻴﺰ6-4 ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺟﺪﻭﻝ 
  ﺍﺳﺖ ﻩﺷﺖﺩﺍ  ﺗﻔﺎﻭﺕ ﻣﻌﻨﻲ  ﺩﺍﺭﻱ ﻥ )70.0
ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ ﺑﺎ ﻫﻢ ﻣﻘﺎﻳﺴﻪ  ﻣﻴﺎﻧﮕﻴﻦ ﻧﺘﺎﻳﺞ ﺑﺮ ﺍﺳﺎﺱ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺑﻪ ﺗﻔﻜﻴﻚ ﻋﻼﻳﻢ)ﭘﺮﺧﺎﺷﮕﺮﻱ(6-4ﺩﺭ ﺟﺪﻭﻝ 
 ﺷﺪ ﺍﺳﺖ 
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 ﻣﻘﺎﻳﺴﻪ ﻣﻴﺎﻧﮕﻴﻦ ﻧﺘﺎﻳﺞ ﺑﺮ ﺍﺳﺎﺱ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎﻧﺮﺯ ﺑﻪ ﺗﻔﻜﻴﻚ ﻋﻼﻳﻢ)ﭘﺮﺧﺎﺷﮕﺮﻱ(6-4ﺟﺪﻭﻝ
 
 eulav-p ﻛﻨﺘﺮﻝ  ﻣﺪﺍﺧﻠﻪ  
ﺍﻧﺤﺮﺍﻑ  ﻣﻴﺎﻧﮕﻴﻦ
 ﻣﻌﻴﺎﺭ
ﺍﻧﺤﺮﺍﻑ  ﻣﻴﺎﻧﮕﻴﻦ
 ﻣﻌﻴﺎﺭ
ﭘﺮﺧﺎﺷﮕﺮﻱ ﻗﺒﻞ 
 ﻣﺪﺍﺧﻠﻪ 
 81.0 7.2 8.5 1.2 6.6
ﭘﺮﺧﺎﺷﮕﺮﻱ 
  ﻫﻔﺘﻪ ﺑﻌﺪ4
 60.0 4.1 8.2 6.0 4.1
ﭘﺮﺧﺎﺷﮕﺮﻱ 
  ﻫﻔﺘﻪ ﺑﻌﺪ21
 30.0 48.0 9.0 10.0 3.0
 21ﻭ ﻫﻔﺘﻪ  )60.0 eulav p(  4 ﭘﺮﺧﺎﺷﮕﺮﻱ ﺩﺭ ﺩﻭ ﮔﺮﻭﻩ ﻫﻔﺘﻪ  ﻣﺸﺎﻫﺪﻩ ﻣﻴﺸﻮﺩ 6-4ﻫﻤﺎﻧﻄﻮﺭ ﻛﻪ ﺩﺭ ﺟﺪﻭﻝ 
 ﺩﺍﺷﺘﻪ ﻧﺴﺒﻲﺩﺭ ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ ﻋﻼﺋﻢ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻛﺎﻫﺶ ﻟﻴﻜﻦ   ﺗﻔﺎﻭﺕ ﻣﻌﻨﻲ  ﺩﺍﺭﻱ ﺩﺍﺷﺘﻪ ﻭ  )30.0 = eulav p(
 ﺍﺳﺖ 
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 ﻓﺼﻞ ﺷﺸﻢ
 ﺑﺤﺚ ﻭ ﻧﺘﻴﺠﻪ ﮔﻴﺮﻱ
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ﻣﺒﺘﻼ ﺑﻪ ﺍﺧﺘﻼﻝ  ﻧﻔﺮ ﺍﺯ ﻛﻮﺩﻛﺎﻥ  ﺩﺑﺴﺘﺎﻧﻲ  06  ﺭﻭﻱ ﺑﺮ ﺩﻭ ﺳﻮ ﻛﻮﺭ، ﺗﺼﺎﺩﻓﻲ،ﻛﻨﺘﺮﻝ ﺷﺪﻩ  ﻳﻚ ﻣﻄﺎﻟﻌﻪ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ
 ﺩﺭ ﺷﻬﺮ ﻗﺰﻭﻳﻦ ﺑﻮﺩ ﻛﻪ  ﺑﻪ ﻣﻨﻈﻮﺭ ﺑﺪﺳﺖ ﺁﻭﺭﺩﻥ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ ﻣﻨﺎﺳﺐ ﺑﺮﺍﻱ ﺩﺭﻣﺎﻥ ﻛﻠﻴﻪ ﻧﻘﺺ ﺗﻮﺟﻪ ﺑﻴﺶ ﻓﻌﺎﻟﻲ 
 .ﻋﻼﺋﻢ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺑﻲ ﺗﻮﺟﻬﻲ ﺍﻧﺠﺎﻡ ﺷﺪ
 ﺑﻪ ﻧﻈﺮ ﻣﻴﺮﺳﺪ ﻛﻪ ﺭﻳﺘﺎﻟﻴﻦ ﺑﺮﺍﻱ ﺩﺭﻣﺎﻥ ﭘﺮﺧﺎﺷﮕﺮﻱ ﺩﺭ  ﻛﻮﺩﻛﺎﻥ ﺑﻴﺶ ﻓﻌﺎﻝ RUZNEP  la teﺩﺭ ﻣﻄﺎﻟﻌﺎﺕ ﻗﺒﻠﻲ  
ﺑﺪﺳﺖ ﺁﻭﺭﺩﻥ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ ﻣﻨﺎﺳﺐ ﺑﺮﺍﻱ ﺗﺎﺛﻴﺮ ﻣﻨﺎﺳﺐ ﻫﻤﺎﻧﻨﺪ ﺗﺎﺛﻴﺮﻱ ﻛﻪ ﺑﺮ ﭘﺮﺗﺤﺮﻛﻲ ﻭ ﺑﻲ ﺗﻮﺟﻬﻲ ﺩﺍﺷﺘﻪ ﻧﺪﺍﺭﺩ
  ﺣﺠﻢ ﺯﻳﺎﺩﻱ ﺍﺯ ﺗﺤﻘﻴﻘﺎﺕ ﺳﺎﻟﻬﺎﻱ ﺍﺧﻴﺮ ﺭﺍ ﺑﻪ ﺧﻮﺩ ﻧﺴﺒﺖ ﺩﺍﺩﻩ ﺍﺳﺖﺩﺭﻣﺎﻥ ﻛﻠﻴﻪ ﻋﻼﺋﻢ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺑﻲ ﺗﻮﺟﻬﻲ
 T5ﺑﺮﺍﻱ ﻛﺎﻫﺶ ﻋﻼﺋﻢT5 T5ﻭ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖT5 T5ﺭﻳﺴﭙﺮﻳﺪﻭﻥT5 T5ﻣﻘﺎﻳﺴﻪT5ﺗﺤﺖ ﻋﻨﻮﺍﻥ 5002 ﺳﺎﻝ ﺍﻱ ﺑﺪﻳﻦ ﻣﻨﻈﻮﺭ ﺩﺭﻣﻄﺎﻟﻌﻪ  
 9002 ﻭ ﻫﻤﭽﻨﻴﻦ ﻣﻄﺎﻟﻌﻪ ﺳﺎﻝ  aierroC  ﺗﻮﺳﻂT5.ﻣﺘﻮﺳﻂT5 T5ﻋﻘﺐ ﻣﺎﻧﺪﮔﻲ ﺫﻫﻨﻲT5 T5ﻭ ﻧﻮﺟﻮﺍﻧﺎﻥ ﻣﺒﺘﻼ ﺑﻪ DHDAT5
 ﺍﺧﺘﻼﻝ ﻧﺎﻗﺺ ﺗﻮﺟﻪ ﻭ ﺑﻴﺶ ﺗﻤﺎﻡ ﻋﻼﻳﻢﺩﺭﻣﺎﻥ ﺑﺎ ﺭﻳﺴﭙﺮﻳﺪﻥ ﻫﻤﺎﻧﻨﺪ ﺩﺭﻣﺎﻥ ﺑﺎ ﻣﺤﺮﻙ ﻫﺎﺩﺍﺩﻛﻪ ﻛﻪ ﻧﺸﺎﻥ ﺍﻧﺠﺎﻡ ﺷﺪ 
 ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﻛﻮﺩﻛﺎﻥ ﺍﺧﺘﻼﻝ ﻫﻤﺮﺍﻩ  ﺍﻳﻦ ﻧﺘﺎﻳﺞ ﺑﺪﺳﺖ ﺁﻣﺪ ﮔﺮﭼﻪﺩﺭ ﻣﻄﺎﻟﻌﻪ ﻣﺎ ﻧﻴﺰ .ﻓﻌﺎﻟﻲ  ﺭﺍ ﻛﺎﻫﺶ ﻣﻴﺪﻫﺪ
 ﺩﻳﮕﺮﻱ ﻣﺎﻧﻨﺪ ﻋﻘﺐ ﻣﺎﻧﺪﮔﻲ ﺫﻫﻨﻲ ﻧﺪﺍﺷﺘﻨﺪ. ﻣﻲ ﺑﺎﺷﺪ
ﺍﻛﺜﺮ ﻣﻄﺎﻟﻌﺎﺕ ﺩﺭ ﺍﻳﻦ ﺯﻣﻴﻨﻪ ﺑﻪ ﻣﻨﻄﻮﺭ ﺑﺪﺳﺖ ﺍﻭﺭﺩﻥ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ ﻣﻨﺎﺳﺐ ﺑﺮﺍﻱ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻣﻘﺎﻭﻡ ﺑﻪ ﺩﺭﻣﺎﻥ ﺩﺭ 
  la teﻭ     la te T6solavaD lebasiraMT6 ﺗﻮﺳﻂ 7002ﺩﺭﺳﺎﻝ  ﺍﻳﻦ ﻛﻮﺩﻛﺎﻥ ﻣﻲ ﺑﺎﺷﺪ ﺍﺯ ﺟﻤﻠﻪ  ﺩﻭ ﻣﻄﺎﻟﻌﻪ
  ﺍﻧﺠﺎﻡ ﺷﺪ ﻛﻪ ﺣﺎﺻﻞ ﺍﻳﻦ ﺩﻭ ﻣﻄﺎﻟﻌﻪ ﺗﺎﺛﻴﺮ ﻣﺜﺒﺖ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﺭﺍ ﺩﺭ ﺩﺭﻣﺎﻥ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻣﻘﺎﻭﻡ ﺑﻪ ﺩﺭﻣﺎﻥ siweL
ﻣﺜﺒﺖ ﺍﺭﺯﻳﺎﺑﻲ ﻛﺮﺩﺩﺭ ﻣﻄﺎﻟﻪ ﻣﺎ ﻧﻴﺰ ﮔﺮﻭﻩ ﺷﺎﻫﺪ ﻧﺴﺒﺖ ﺑﻪ ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ ﻛﺎﻫﺶ ﻛﻤﺘﺮﻱ ﺩﺭ ﺩﺭﻣﺎﻥ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻧﺸﺎﻥ 
 ﺩﺍﺩﻧﺪ
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 wodaG ﺗﻮﺳﻂ 4102ﻫﻤﭽﻨﻴﻦ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺍﻳﻨﻜﻪ ﻳﻜﻲ ﺍﺯ ﻋﻼﺋﻢ ﻫﻤﺮﺍﻩ ﺩﺭ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻧﺎﻓﺮﻣﺎﻧﻲ ﻣﻲ ﺑﺎﺷﺪ ﺩﺭ ﺳﺎﻝ 
ﻭﻫﻤﻜﺎﺭﺍﻥ ﻫﻤﻴﻦ ﻣﻮﺭﺩ ﺍﻧﺠﺎﻡ ﺷﺪ ﻧﺸﺎﻧﻪ ﺗﺎﺛﻴﺮ ﻣﻨﺎﺳﺐ ﺗﺮﻛﻴﺐ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﻭ ﺭﻳﺘﺎﻟﻴﻦ ﺩﺭ ﺩﺭﻣﺎﻥ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﻭ ﻋﻼﺋﻢ 
ﻧﺎ ﻓﺮﻣﺎﻧﻲ ﻣﻲ ﺑﺎﺷﺪ  ﺍﻣﺎ ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﻣﺎ ﺗﻔﺎﻭﺗﻲ ﺑﻴﻦ ﺍﻳﻦ ﺩﻭﻣﻴﺎﻧﮕﻴﻦ ﻧﻤﺮﻩ ﻧﺎﻓﺮﻣﺎﻧﻴﺪﺭ ﺍﻳﻦ ﺩﻭ ﮔﺮﻭﻩ ﻭﺟﻮﺩ 
 ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﻛﻪ 3102ﻧﺪﺍﺷﺖ.ﻫﻤﭽﻨﻴﻦ ﻣﻄﺎﻟﻌﻪ ﺍﻱ ﺑﺮﺍﻱ ﻛﻨﺘﺮﻝ ﻛﻮﺩﻛﺎﻥ ﺍﺧﺘﻼﻝ ﺭﺗﺎﺭ ﺗﺨﺮﻳﺒﻲ ﻭ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺩﺭ ﺳﺎﻝ 
ﺗﺎﺛﻴﻴﺮ ﻣﻨﺎﺳﺐ ﺗﺮﻛﻴﺐ ﺭﺍ ﺑﺮﺍﻱ ﺩﺭﻣﺎﻥ ﻫﺮ ﺩﻭﻱ ﺍﻳﻦ ﺍﺧﺘﻼﻻﺕ ﻧﺸﺎﻥ ﻣﻴﺪﻫﺪ ﺍﺯ ﺍﻧﺠﺎ ﻛﻪ ﻋﻼﻣﺖ ﺍﺻﻠﻲ ﺩﻱ ﺭﻓﺘﺎﺭ 
ﺗﺨﺮﻳﺒﻲ ﭘﺮﺧﺎﺷﮕﺮﻱ ﻣﻲ ﺑﺎﺷﺪ ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﻣﺎ ﻧﻴﺰ ﺍﻳﻦ ﻋﻼﻣﺖ ﺑﺎ ﺗﺮﻛﻴﺐ ﺩﺍﺭﻭﻳﻲ ﭘﺎﺳﺦ ﺑﻬﺘﺮﻱ ﺭﺍ ﻧﺸﺎﻥ ﺩﺍﺩﻩ ﺍﺷﺖ ﺯﻳﺮﺍ 
 ﻣﻴﺎﻧﮕﻴﻦ ﻧﻤﺮﻩ ﺍﻳﻦ ﻋﺎﻣﻞ  ﻛﺎﻫﺶ ﻣﺤﺴﻮﺳﻲ ﺭﺍ ﻧﺴﺒﺖ ﺑﻪ ﮔﺮﻭﻩ ﺍﻭﻝ ﻧﺸﺎﻥ ﻣﻴﺪﻫﺪ
 ﺩ
 ﺩﻛﺘﺮ ﻋﺮﺑﮕﻞ ﺩﺭ ﺗﻬﺮﺍﻥ ﻧﺸﺎﻥ ﺩﺍﺩﻩ ﺩﺭ ﻛﻮﺩﻛﺎﻥ ﭘﻴﺶ ﺩﺑﺴﺘﺎﻧﻲ ﺗﺎﺛﻴﺮ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﺑﺮ ﺭﻭﻱ ﻛﻠﻴﻪ 5102ﻣﻄﺎﻟﻌﻪ ﺳﺎﻝ 
ﻛﻪ ﺩﺭ ﻣﻄﺎﻟﻪ ﻣﺎ ﻧﻴﺰ ﺍﺿﺎﻓﻪ ﻛﺮﺩﻥ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﻛﻠﻴﻪ ﻋﻼﻣﺖ ﺑﻴﺶ .ﻋﻼﺋﻢ ﺑﻴﺶ ﻓﻌﺎﻟﻲ ﺑﻪ ﺍﻧﺪﺍﺯﻩ ﺭﻳﺘﺎﻟﻴﻦ ﻣﻮﺛﺮ ﻣﻲ ﺑﺎﺷﺪ
 ﻓﻌﺎﻟﻲ ﺭﺍ ﻣﺎﻧﻨﺪ ﺭﻳﺘﺎﻟﻴﻦ ﺗﻨﻬﺎ ﻛﺎﻫﺶ ﺩﺍﺩ 
  ﺗﺤﺖ ﻋﻨﻮﺍﻥ ﺭﻳﺴﭙﺮﻳﺪﻭﻥ ﺩﺭ ﻛﻮﺩﻛﺎﻥ ﺑﺎ ﺍﺧﺘﻼﻝ ﺳﻠﻮﻙ ﺑﺪﻭﻥ T8nacrET8 ﻣﻄﺎﻟﻌﻪ ﻛﻪ ﺗﻮﺳﻂ ﺑﺎ ﻣﺎ ﻩﻟﻊﺍﻫﻤﭽﻨﻴﻦ ﻣﻂ
ﻥ ﺩﺭ ﺩﺭﻣﺎﻥ ﻛﻮﺩﻛﺎﻥ ﺩﺭ ﺳﻨﻴﻦ ﻭﻧﻴﺰ ﻣﻮﺍﻓﻖ ﺑﻮﺩﻩ ﺍﺳﺖ ﻛﻪ ﺗﺎﺛﻴﺮ ﺭﻳﺴﭙﺮﻳﺪ  ﻡ ﺷﺪﺍ ﺍﻧﺞ1102 ﺩﺭ ﺳﺎﻝ   ﻧﺎﺗﻮﺍﻧﻲ ﺫﻫﻨﻲ 
 ﻧﺸﺎﻥ ﻣﻴﺪﻫﺪ ﻛﻪ ﻩﻟﻊﺍ ﻛﻪ ﻧﺘﻴﺠﻪ ﺍﻳﻦ ﻣﻂ.ﻫﻤﺮﺍﻩ ﺑﺎ ﺍﺧﺘﻼﻝ ﺳﻠﻮﻙ ﻣﻲ ﺑﺎﺷﺪ DHDAﻗﺒﻞ ﺍﺯ ﻣﺪﺭﺳﻪ ﻫﻤﺮﺍﻩ ﺑﺎ ﺗﺸﺨﻴﺺ 
 ﻩﻟﻊﺍﺭﻳﺴﭙﺮﻳﺪﻥ ﺑﻪ ﻃﻮﺭ ﻭﺍﺿﺤﻲ ﻋﻼﺋﻢ ﻛﻠﻲ  ﻭ ﺯﻳﺮ ﻣﺠﻤﻮﻉ ﻫﺎ ﺷﺎﻣﻞ ﺑﻲ ﺗﻮﺟﻬﻲ ﺭﺍ ﻛﺎﻫﺶ ﻣﻴﺪﻫﺪ ﺍﮔﺮ ﭼﻪ ﻣﺎ ﺩﺭ ﻣﻂ
ﺳﻲ  ﺷﺪﻩ ﺭ ﺑﺮVI-MSD yagruT ﻧﺮﺯ ﺍﺳﺘﻔﺎﺩﻩ ﻛﺮﺩﻩ ﺍﻳﻢ ﻭ ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﻋﻼﺋﻢ ﺗﻮﺳﻂ ﭘﺮﺳﺸﻨﺎﻣﻪﺍﺧﻮﺩﻣﺎﻥ ﺍﺯ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻙ
 . ﺳﻲ  ﻣﻲ ﻛﻨﺪﺭﺍﺳﺖ ﻛﻪ ﺩﺭ ﻭﺍﻗﻊ ﻫﺮ ﺩﻭ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻋﻼﺋﻢ ﻣﺸﺎﺑﻪ ﺭﺍ ﺑﺮ
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 ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ  ﺭﻳﺴﭙﺮﻳﺪﻥ ﺑﻪ ﻫﻤﺮﺍﻩ ﻣﺘﻴﻞ ﻓﻨﻴﺪﺕ ﺑﺎﻋﺚ ﻛﺎﻫﺶ ﻋﻼﺋﻢ ﻛﻠﻲ  ﺩﺭ ﻛﻮﺩﻛﺎﻥ ﻩﻟﻊﺍﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﻣﻂ
 ﻫﻤﭽﻨﻴﻦ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺗﻔﻜﻴﻚ ﻋﻼﺋﻢ ﺩﺭﻣﺎﻥ ﺗﺮﻛﻴﺒﻲ  ﺍﺛﺮ ﺑﻬﺒﻮﺩﻱ ﺑﻬﺘﺮﻱ ﺑﺮ ﺭﻭﻱ ﭘﺮﺧﺎﺷﮕﺮﻱ  .ﻣﻮﺭﺩ ﻣﻄﺎﻟﻌﻪ ﻣﻴﺸﻮﺩ
ﺗﻮﺟﻬﻲ،ﺑﻴﺶ ﻓﻌﺎﻟﻲ  ﺑﻪ ﻃﻮﺭ   ﻭﻟﻲ  ﺳﺎﻳﺮ ﻋﻼﺋﻢ ﺷﺎﻣﻞ ﻧﺎﻓﺮﻣﺎﻧﻲ،ﺑﻲ.ﻧﺴﺒﺖ ﺑﻪ ﺩﺭﻣﺎﻥ ﺑﺎ ﻣﺘﻴﻞ ﻓﻨﻴﺪﻳﺖ ﺑﻪ ﺗﻨﻬﺎﻳﻲ ﺩﺍﺭﺩ
 . .ﻫﺒﻮﺩﻱ ﻣﺸﺎﺑﻪ ﺩﺍﺷﺘﻪ ﺍﺳﺖﺏﻧﺴﺒﻲ  ﺩﺭ ﻫﺮ ﺩﻭ ﮔﺮﻭﻩ 
 ﭘﻴﺸﻨﻬﺎﺩﺍﺕ
 ﻣﺎ ﻳﻚ ﻩﻟﻊﺍﻣﻂﺍﺕ ﻃﻮﻻﻧﻲ ﻣﺪﺕ ﺑﺎ ﺣﺠﻢ ﻧﻤﻮﻧﻪ ﺑﻴﺸﺘﺮ ﺩﺍﺭﺩ. ﻟﻊﺍ ﻣﻂ ﻳﻚ ﺍﺧﺘﻼﻝ ﻣﺰﻣﻦ ﻣﻴﺒﺎﺷﺪ ﻛﻪ ﻧﻴﺎﺯ ﺑﻪ DHDA
  ﻣﻲ ﺑﺎﺷﺪ ﻣﺎ ﻧﻤﻴﺪﺍﻧﻴﻢ ﺩﺭﻣﺎﻥ ﻃﻮﻻﻧﻲ  ﻣﺪﺕ ﺑﺎ ﺭﻳﺴﭙﺮﻳﺪﻥ ﺳﻪ ﻣﺎﻫﻪ ﻭ ﻛﻮﺗﺎﻩ ﻣﺪﺕﺑﺎ ﺣﺠﻢ   ﺁﺯﻣﻮﺩﻧﻲ ﻫﺎﻱ ﻛﻢ ﻩﻟﻊﺍﻣﻂ
ﻟﻴﻚ ﺑﺪﻥ ﻧﻴﺎﺯ ﺑﻪ ﺍﺯﻣﺎﻳﺸﺎﺕ ﻣﺘﻌﺪﺩ ﺭﻭﻱ ﺳﻮﺧﺖ ﻭ ﻭﺏﺍ ﻣﻲ ﺑﺎﺷﺪ . ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺗﺎﺛﻴﺮ ﺭﻳﺴﭙﺮﻳﺪﻥ ﺭﻭﻱ ﻣﺖﻣﻮﺛﺮ ﺗﺎ ﭼﻪ ﺣﺪ
ﺳﻲ  ﻗﺮﺍﺭ ﺑﮕﻴﺮﺩ ﻛﻪ ﺭ ﻣﻮﺭﺩ ﺑﺮ ﻭﻋﺼﺒﻲ ﻧﻴﺰ ﺑﺎﻳﺪﻧﺒﻲ ﻗﻠﺒﻲﺍ ﻣﻲ ﺑﺎﺷﺪ ﻫﻤﭽﻨﻴﻦ ﻋﻮﺍﺭﺽ ﺝ ﻭ ﺳﻄﺢ ﻫﻮﺭﻣﻮﻧﻲﺳﺎﺯ ﺑﺪﻥ
  ﺑﺎ ﺣﺠﻢ ﻧﻤﻮﻧﻪ ﺑﻴﺸﺘﺮﻱ ﺩﺍﺭﺩ .ﻫﺎﻱ ﻃﻮﻻﻧﻲ  ﻣﺪﺕ ﻩ ﻟﻊﺍﻧﻴﺎﺯ ﺑﻪ ﻣﻂ
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ﺍﺻﻼ ﺩﺭﺳﺖ 
ﻧﻴﺴﺖ)ﻫﺮﮔﺰ ﺑﻪ 
 (ﻧﺪﺭﺕ
 0
ﻓﻘﻂ ﻛﻤﻲ  ﺩﺭﺳﺖ 
 (ﺍﺳﺖ)ﮔﺎﻩ ﮔﺎﻫﻲ
 1
 (ﻧﺴﺒﺘﺎ ﺩﺭﺳﺖ)ﺍﻏﻠﺐ
 
 2
ﻛﺎﻣﻼ ﺩﺭﺳﺖ 
 (ﺍﺳﺖ)ﺧﻴﻠﻲ  ﺩﺭﺳﺖ
 3
ﺑﻲ  ﺗﻮﺟﻪ ﺍﺳﺖ .1
ﺣﻮﺍﺳﺶ ﺑﻪ ﺭﺍﺣﺘﻲ  
ﭘﺮﺕ ﻣﻴﺸﻮﺩ 
    
ﻋﺼﺒﺎﻧﻲ  ﻭ ﺧﺸﻢ .2
ﮔﻴﻦ ﺍﺳﺖ 
    
ﺩﺭ ﺍﻧﺠﺎﻡ ﺩﺍﺩﻥ .3
ﺗﻜﺎﻟﻴﻒ ﻣﺸﻜﻞ ﺩﺍﺭﺩ 
    
ﻫﻤﻴﺸﻪ ﺩﺭ ﺣﺎﻝ .4
ﺣﺮﻛﺖ ﺍﺳﺖ 
    
ﻣﺪﺕ ﺯﻣﺎﻥ ﺗﻮﺟﻪ .5
ﻭ ﺗﻤﺮﻛﺰ ﭘﺎﻳﻴﻦ ﺩﺍﺭﺩ 
    
ﺑﺎ ﺑﺰﺭﮔﺘﺮﺍ ﻣﺸﺎﺟﺮﻩ .6
ﻣﻲ ﻛﻨﺪ 
    
 25
 
 ﭘﺎﻳﺶ ﺭﺍ  ﻭﺩﺳﺖ.7
ﺗﻜﺎﻥ ﻣﻴﺪﻫﺪ ﻭﻭﻝ 
ﻣﻲ ﺧﻮﺭﺩ 
    
ﺩﺭ ﺍﻧﺠﺎﻡ ﺗﻜﻠﻴﻔﺶ .8
ﻧﺎﺍ ﻣﻮﻓﻖ ﺍﺳﺖ 
    
ﻛﻨﺘﺮﻝ ﻛﺮﺩﻥ ﺍﻭ ﺩﺭ .9
ﻓﺮﻭﺷﮕﺎﻩ ﻭ ﺧﺮﻳﺪ 
ﺩﺷﻮﺍﺭ ﺍﺳﺖ 
    
ﺩﺭ ﺧﺎﻧﻪ ﻳﺎ .01
ﻧﻈﻢ ﻣﺪﺭﺳﻪ ﺑﻲ  
ﺍﺳﺖ 
    
ﻛﻨﺘﺮﻝ ﺧﻮﺩ ﺭﺍ ﺍﺯ .11
 ﺩﺳﺖ ﻣﻴﺪﻫﺪ
    
ﺑﺮﺍﻱ ﺍﻧﺠﺎﻡ .21
ﺗﻜﺎﻟﻴﻒ ﻧﻴﺎﺯ ﺑﻪ 
ﻧﻈﺎﺭﺕ ﺩﺍﺭﺩ 
    
ﻓﻘﻂ ﻭﻗﺘﻲ  ﺑﻪ .31
ﭼﻴﺰﻱ ﻋﻼﻗﻪ ﻣﻨﺪ 
    
 35
 
ﺍﺳﺖ ﺑﻪ ﺁﻥ ﺗﻮﺟﻪ 
ﻣﻲ ﻛﻨﺪ 
ﺩﺭ ﻣﻮﻗﻌﻴﺖ ﻫﺎﻱ .41
ﻧﺎﺍ ﻣﻨﺎﺳﺐ ﻣﻲ ﺩﻭﺩ ﻭ 
ﺑﺎﻻ ﭘﺎﻳﻴﻦ ﻣﻲ ﺩﻭﺩ 
    
ﺱ ﭘﺮﺕ ﺍﺣﻮ.51
ﺍﺳﺖ 
    
ﺗﺤﺮﻳﻚ ﭘﺬﻳﺮ .61
ﺍﺳﺖ 
    
ﺍﺯ ﻣﺸﻐﻮﻝ ﺷﺪﻥ .71
ﺑﻪ ﺗﻜﺎﻟﻴﻒ ﺍﺟﺘﻨﺎﺏ 
ﻣﻲ ﻛﻨﺪ 
    
    ﺑﻲ  ﻗﺮﺍﺭ ﺍﺳﺖ 81
ﻭﻗﺘﻲ  ﺩﺳﺘﻮﺭﻱ .91
ﺑﻪ ﺍﻭ ﺩﺍﺩﻩ ﻣﻴﺸﻮﺩ ﺑﻲ  
ﺗﻮﺟﻪ ﺍﺳﺖ 
    
ﺍﺯ ﺩﺳﺘﻮﺭ .02
ﺑﺰﺭﮔﺘﺮ ﻫﺎ ﺳﺮﭘﻴﭽﻲ 
    
 45
 
ﻣﻲ ﻛﻨﺪ 
ﺩﺭ ﺗﻤﺮﻛﺰ ﺩﺭ .12
ﺩﺭﺱ ﻣﺸﻜﻞ ﺩﺍﺭﺩ 
    
ﺩﺭ ﺻﻒ ﺍﻳﺴﺘﺎﺩﻥ .22
ﻱ  ﮔﺮﻭﻫﻲ ﺍﺯﻭ ﺏ
ﻣﺸﻜﻞ ﺩﺍﺭﺩ 
    
ﺟﺎﻱ ﺧﻮﺩ ﺭﺍ ﺩﺭ .32
ﻛﻼﺱ ﻣﺪﺍﻡ ﺗﻐﻴﻴﺮ 
ﻣﻴﺪﻫﺪ 
    
ﻋﻤﺪﺍ ًﻛﺎﺭﻫﺎﻱ .42
ﺁﺯﺍﺭ ﺩﻫﻨﺪ ﺍﻧﺠﺎﻡ 
ﻣﻴﺪﻫﺪ 
     
ﺩﺭ ﺍﻧﺠﺎﻡ .52
ﻛﺎﺭﻫﺎﻱ ﺭﻭﺯﻧﻪ ﻭ 
ﻭﻇﺎﻳﻔﺶ ﻧﺎﻣﻮﻓﻖ 
ﺍﺳﺖ 
    
ﺑﺮﺍﻳﺶ ﻣﺸﻜﻞ .62
ﺍﺳﺖ ﺑﻪ ﺁﺭﺍﻣﻲ ﺩﺭ 
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 ﻡﺮﮔﺮﺳ ﻱﺎﻫﺭﺎﻛ
 ﺪﺷﺎﺑ ﻝﻮﻐﺸﻣ ﺪﻨﻨﻛ
27. ﺭﺩ  ﻲﺘﺣﺍﺭ ﻪﺑ
 ﺪﻴﻣﺍ ﺍﺎﻧ ﺵ ﺵﻼﺗ
 ﺩﻮﺸﻴﻣ
    
 
 
 
 
 
 
 
 
 
 
 
Background :Attention Deficit Hyperactivity Disorder (ADHD) is a common psychiatric 
diagnosis among  school age children. ADHD symptoms include hyperactivity and inattention 
56 
 
and impulsivity disobedience and a lot of problems for the children in the education and social 
relations. Especially aggression and impulsivity in these children is problematic. 
methylphenidate alone did not show a significant impact on the control impulsivity. This study 
attempts at achieving effective drug combinations to control hyperactivity disorder symptoms 
were ignored. 
Objectives :The aim of this study was to examine the combination of Risperidone and  
Methylphenidate treatment compared to Methylphenidate in school age children with ADHD. 
Patients and Methods  : sixty outpatient school age children, aged 6-12 years, diagnosed with 
ADHD (The diagnosis of ADHD was established by a child adolescent psychiatrists according to 
the DSM-IV-TR criteria), Randomly divided into two groups. The first group was treated with 
10-30 mg daily oral short-acting methylphenidate drug, the second group treated with the drug 
methylphenidate orally two times a day with 10-30 mg / 5 risperidone 0-1 mg orally once daily 
were. Average score Connors questionnaire both before intervention and one month and three 
months after the intervention were compared by analysis of variance and ultimately data were 
analyzed using the spss16 
Results : In both groups a significant reduction in the symptoms of attention deficit and 
hyperactivity disorder occurred after one month (p <0.05) in Fnydt methyl group (p = 0.03) and 
in the risperidone group (p = 0.026) has been Compare before the intervention and after three 
Mahvly significant difference was observed between the two groups (p = 0.07). The separation 
of symptoms a significant difference in reducing symptoms inattention (p = 0.07), disobedience 
(p = 0.07), hyperactivity (p = 0.15) but not significantly in the combination group Rispridon 
impulsivity and methylphenidate decreased (p = 0.03) 
Conclusions:1 T It appears that combination therapy with risperidone and methylphenidate in the 
treatment of symptoms hyperactivity and attention deficit hyperactivity disorder and 
disobedience of inattention, such as methylphenidate is effective for reducing the symptoms of 
impulsivity, but the combination of risperidone and methylphenidate is more effective. 
Keywords :Attention Deficit Hyperactivity Disorder; Methylphenidate; combination of 
Risperidone and  Methylphenidate;treatme 
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